







s 





A New National Clinical Research Center 


— Masur — Thompson 


Preliminaries to Successful Auxiliaries 
— Fred J. Picknell 


Improved Lighting for Hospital Kitchens 


-— John S. Walsh 


Se Sour nal ok Lhe dmeriean Flospital LsS0C“ALIOR 








the SAFEGUARD 
monofilament 


Covers wide 
area on X-ray plate 


x * 


Is non-toxic, soft 
and non-abrasive 


x * 


Is firmly anchored 
to sponge interfold 














—hangs the threat of a“‘lost" sponge * Banish — 


this threat...use Ray-Tec X-ray Detecta- 
ble Sponges, for positive and easy detection. 


RAY-TEC 


X-RAY DETECTABLE SPONGES 
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Extending the Usefulness of 
Antibiotic Therapy in Tuberculosis 


ARA-AMINOSALICYLIC ACID is a 
valuable synergist to streptomycin 
and dihydrostreptomycin therapy in 
tuberculosis. Its employment by oral 
administration along with injection 
of the antibiotics inhibits or signifi- 
cantly delays the emergence of 
resistant strains of organisms. The 
patient, therefore, may be given the 
benefit of a more prolonged period of 
effective chemotherapy. 

Para-Aminosalicylic Acid by oral administration may be used as the sole 
chemotherapeutic agent when streptomycin or dihydrostreptomycin is contra- 
indicated as, for example, in the presence of resistant organisms. 
Para-Aminosalicylic Acid Merck, a purified, white crystalline powder for oral admin- 
istration, is available in 50 Gm. and 500 Gm. bottles and in 2.5 kilogram fiber drums. 
Literature on request. 


ar Manufacturing Chemists 
MERCK & -» inc. RAHWAY, N. J. 








Para-Aminosalicylic 


Acid Merck 
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From Student Nurse 
—to Supervisor... 
LINDE can help with 
Oxygen Administration 


| The “Oxygen Therapy Hand- 
book” describes techniques 


and makes it easier to carry 
out the physician’s prescription. 


The motion picture ‘Oxygen 
Therapy Procedures” makes 


it easier to learn the tech- 


niques ...and remember them! 

Lectures and demonstrations by 
LinDE representatives help to clarify 
specific points on oxygen therapy 
procedure. 

These are parts of our services to 
users of LINDE oxygen U.S.P. Send 
for the Handbook today. There is no 
obligation. Motion picture showings 
can be arranged by calling the nearest 
LINDE office. 


THE LINDE AIR PRODUCTS COMPANY 
Unit of Union Carbide and Carbon Corporation 


30 East 42nd Street [T[e{g New York 17, N. Y. 
Offices in Other Principal Cities 
In Canada: Dominion Oxygen Company, Limited. __.. 
Toronto = 


OXYGEN U.S.P. 


The term ‘‘Linde’’ is a trade-mark of The Linde Air Products Company 
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Carolinas-Virginias Hospital Conference — 
May I1I-12; Charleston, S. C. (Francis 
Marion Hotel). 

Middle Atlantic Hospital Assembly — May 
24-26; Buffalo, N.Y. (Memorial Auditorium 
and Convention Hall). 

Mid-West Hospital Association — April 12- 
14; Kansas City (Hotel President and 
Municipal Auditorium). 


REGIONAL MEETINGS—1949 

Maryland- District of Columbia -Delaware— 
November 14-15; Wilmington, Del. (Du- 
Pont Hotel). 









REGIONAL MEETINGS—1950 
Association of Western Hospitals—April 24- 
27: Seattle, Wash. (Olympic Hotel). 










American Hospital Association 52nd Annual Convention — September 18-21, 1950; Atlantic City. 


Mid-Year Conference of Presidents and Secretaries—February 10-11, 1950; Chicago (Drake Hotel). 














There no finer equipment for oxygen therapy 
than that manufactured by Puritan 


PURITAN 


EQUIPMENT FOR 
CENTRAL SUPPLY SYSTEMS 


Always pioneers in the newest and best 
oxygen therapy equipment, Puritan now 
offers a complete line of dependable 
units for Central Supply Systems incor- 
porating such advanced engineering 
features as the safe and convenient 
Quick-Connector Valves and special 
Wall Plates. You are invited to consult 
with our Engineering Department about 
the type of installation most suitable for 
your particular needs. 





































A copy of this new 
Central Supply System 

circular will be sent 
on request. 



























A—The WallOutlet Oxifier; B— Wall-Outlet Flowmeter; 
C — Single-Outlet Wall Plate; D —Duplex-Outlet Wall Plate; 
E—Quick-Connector Valve and F—Diaphragm Valve. 











uritan Compressepo Gas Corporation 


Puritan Dealers in Most Principal Cities 
BALTIMORE ATLANTA BOSTON CHICAGO CINCINNATI DALLAS 
DETROIT NEW YORK ST.LOUIS ST. PAUL KANSAS CITY 
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Anesthetic, Resuscitating and 














New England Hospital Assembly—March 27- 
29; Boston (Hotel Statler). 

Southeastern Hospital Conference—Aprii 6- 
8; St. Petersburg, Fla. (Vinoy Park Hotel 
and City Pier). 

Tri-State Hospital Assembly—May 2-4; Chi- 
cago (Palmer House). 

Upper Midwest Hospital Conference—May 
17-19; Minneapolis (Nicollet Hotel). 


STATE MEETINGS—1949 


California—November 16-17; Santa Barbara 
(Recreation Center). 

Colorado—November 8-9; Denver (Shirley- 
Savoy Hotel). 

Connecticut — November 15; New Haven 
(Auditorium of the Southern New Eng- 
land Telephone Co.) 

Florida—November 28-29; Orlando (Wyo- 
ming Hotel). 

IIlinois—November 30-December 2; Spring- 
field (Hotel Abraham Lincoln). 

Kansas—November 10-11; Topeka (Jayhawk 
and Kansas Hotels). 

Michigan—November 6-8; Grand Rapids. 
(Pantlind Hotel). : 

Missouri—November 17-18; St. Louis (Jef- 
ferson Hotel). . 

Nebraska—November 17-18; Omaha (Pax- 
ton Hotel). 

Oklahoma—November 17-18; Tulsa (Tulsa’ 
Hotel). 

Rhode Island— December 14; Providence 

(Charles V. Chapin Hospital). 


STATE MEETINGS—1950 

lowa—April 21; Des Moines (Hotel Savery). 

Ohio— March 22-24; Columbus (Neil 
House). 


Texas — March 7-9; Galveston (Buccaneer 
Hotel). 









OTHER MEETINGS—1949 


American Medical Association Clinical Ses- 
sion—December 6-9; Washington, D. C. 


OTHER MEETINGS—1950 


American Protestant Hospital Association— 
March 1-3; Chicago (Congress Hotel). 


Methodist Hospitals and Homes—March !- 
2; Chicago (Congress Hotel). 





INSTITUTES 


(For additional information address Associe- 
tion headquarters, 18 E. Division Street. 
Chicago 10.) 

Institute for Medical Record Library Per- 
sonnel—November 14-18; Biloxi, Miss. 
(The White House). 

Institute on Hospital Planning—November 
28-December 2; Cincinnati (Netherland 
Plaza Hotel). 

Institute on Hospital Personnel Relations— 

December 5-9; Highland Park, Ill. {Mo- 

raine Hotel). 
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“So your 


INVENTORY COSTS 





...-Here’s how one hospital 


got out from under!... 


TOO MUCH MONEY TIED UP in supplies, 
too much money in linens, foods, bio- 
logicals, and pharmaceuticals. That was 
the unhappy result of over-eager buying 
habits we acquired when things were 
scarce during and after the war. 


VABERRREBS 
VERRRBERAL 


Z 
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“WHY WE CHOSE KARDEX VISIBLE. 
After seeing all kinds of systems in use 
in hospitals similar to ours, we decided 
unanimously on Kardex Visible. It not 
only gives us our 3 “musts” but requires 
a lot less clerical effort. And the change- 
over was easy— Remington Rand instal- 
lation experts handled the whole job.” 
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DRASTIC ACTION NEEDED! But when we 
cut down we soon ran short of various 
essentials and had to fill in with small, 
uneconomical quantities. Puzzle: How to 
maintain balanced stocks; not too much, 
not too little of each item. 


“ONLY SOLUTION—A NEW SYSTEM. 
3 “Musts” were apparent (1) The system 
would have to simplify our inventory data 
(2) Warn us unfailingly of threatened 
understocks or overstocks (3) Assure 





Learn the newest, proved-in- 
use, simplified methods of 
controlling inventories. Phone 
our nearest office or write Sys- 
tems—Photo Records, Man- 
agement Controls Div., Room 
1190, 315 Fourth Ave., New 
York 10, for your free copy 
of Book No. KD 375. 
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\ Copyright 1949, by Remington Rand Inc. 





@ Send for this Free Book Today: 


“HOW TO GET PROFITS FROM INVENTORIES” 


THE FIRST NAME IN BUSINESS SYSTEMS 


proper ratios among stock items. 
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@ New air filter assures 
sterility of ingoing air. 


@ Plastic dripmeter permits 
accurate observation of rate 
of flow. 


3) Tubing compressor effec- 
tively regulates flow of solu- 
tion, 


4) Plastic tubing permits 
constant observation of in- 
fusion fluid. 


Protein 
Hydrolysate 


for Parenteral Use 


of Proved 


Clinical Value 


ASSN, 


* 


AMIGEN 314%, 
DEXTROSE 34% 





5) Plastic needle adapter 
simplifies problems of veni- 
puncture. 


6) Amiset eliminates the 
expense and labor required to 
clean ordinary infusion sets. 


v4 Amiset is promptly avail- 
able and saves storage space. 


© Amiset is sterile and free 
from pyrogen. 


Amigen is an enzymic digest of casein con- 
taining all the amino acids needed for pro- 
tein synthesis. Supplied in solutions with 
dextrose, it enables the physician to provide 
protein nutrients parenterally: 


1. When the patient is unable to take food 
by mouth—as in esophageal stricture, car- 
cinoma of the esophagus, stomach or colon, 
intestinal obstruction, perforation of the in- 
testine, diverticulitis, pyloric stenosis, severe 
vomiting. 

2. When complete rest of the alimentary 
tract is desired—as in generalized peritonitis, 
gastroenteritis, severe diarrhea, bacillary dys- 
entery, ulcerative colitis, convalescence from 
gastrointestinal surgery, perforating wounds 
of the abdomen, typhoid fever. 


3. When parenteral supplementation of oral 
food intake is indicated—as in advanced mal- 
nutrition, severe burns or injury, preopera- 
tive preparation, postoperative care, nephro- 
sis, nephritis, pancreatic fibrosis, prematurity. 
We will be pleased to send the AMIGEN 
Handbook for Physicians on request. 


T. M. REG. U.S. PAT. OFF. 


A practical aid in the 
administration of Amigen solutions 
Sterile 

Efficient 

Convenient 


MEAD JOHNSON & CO. 


EVANSVILLE 21,IND.,U.S.A. 











HIS YEAR of 1949 is an eventful 
ea for me in several respects. 
Not only did I take office as presi- 
dent of this great Association, but 
this month I shall celebrate two 
silver anniversaries, both of which 
are very important to me. Refer- 
ence is made to my twenty-fifth 
year of marriage and to my twen- 
ty-fifth year as a member of the 
Pennsylvania Hospital family: 
These years have brought to me a 
full measure of happiness. 

I am not sure this is a good way 
to start my informal reports to you 
but a start had to be made, it 
seemed to me, on a silver tone. 
Furthermore, my journalistic ef- 


forts, as you will observe as the 
months pass, will be unorthodox 
in the sense that I shall probably 
stray afield on occasion. Really, I 
feel sorry for the editor if he has 
any idea of keeping me on a 
straight and narrow line. 


Mas. HATFIELD and I motored 
from Philadelphia to Cleveland 
and return. It was a delightful trip. 
We detoured just a little to visit 
my mother in northern Pennsyl- 
vania. For those who have not 
toured the State of Pennsylvania, I 
can assure you there is no more 
beautiful scenery anywhere than 
in the “northern tier’ counties. 
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LOBANA “wi.” 


PHYSICIANS AND HOSPITALS SUPPLY CO., Inc. 


414 SOUTH SIXTH ST, 


... the refreshing 
body rub cream that 
is cooling, invigorat- 
ing, economical. It 
supplies a physiolog- 
ical need in the hos- 
pital. 


Send for free sample. 


® 
Distributed by 


MINNEAPOLIS, MINN 




















There are colorful mountains, flat- 
lands, forests, farms and villages, 
not to mention beautiful rivers 
and highways, and, at this time 
of the year particularly, the tree 
foliage is wonderfully colorful. 
This leisurely trip of ours across 
country was a fitting prelude to 
attendance at the convention. The 
trip back was what we needed in 
the way of convalescence from the 
round of stimulating convention 
activities. 


lo REPORT is written just a few 
days after the close of the Cleve- 
land convention. Already I have 
enough invitations to attend state 
and regional meetings up, down 
and across the country to justify 
the employment of a traffic engi- 
neer to arrange a schedule. There 
is some overlapping of these meet- 
ings and because I cannot possibly 
be in two places at the same time, 
a choice has to be made taking 
into consideration such inconse- 
quential factors as council and spe- 
cial committee sessions; where my 
attendance is a must, not to men- 
tion periodic meetings at my hos- 
pital which also should be includ- 
ed in the “must”’ category of activ- 
ities. 

How nice it would be if the pres- 
ident could devote all his time to 
Association affairs. It certainly 
would simplify matters a_ great 
deal for himself and for the sec- 
tional Association program plan- 
ners. Unfortunately your presi- 
dents have other duties, not the 
least of which, in most cases, is 
administering a hospital replete 
with all the problems you meet in 
your institutions from day to day. 
I very much appreciate the invita- 
tions and will accept as many as 
possible. 


I WISH it were possible for every 
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Now! ()NF new 


material replaces 4 


¢SHEET WADDING ¢ CREPE PAPER 
¢ WOOL FELT © STOCKINETTE 


in Orthopedic Casts 


You have never 
seen a material 
like this... you 
have never felt 
a material like 
this! 


The First and Only True, Non-Woven, All-Cotton Felt 


Curity ORTHOPEDIC BANDAGE 


REG.U.S. PAT OFF 


There is no other material like it! This rev- 
olutionary bandage material, a new non-woven, 
all-cotton felt long believed impossible to man- 
ufacture, is considered indispensable by surgeons 


MANY ADVANTAGES FOR USERS 
1. Strength—holds together, wet or dry. 


2. Conformability —adjusts to body contours, no wrinkling. e rectal dressings e eye pads 
3. “Cling” or Cohesiveness—adheres to itself, cannot delaminate. e colostomy care fluffs 


4. Elasticity — provides valuable support; not just bulk. 
5. Ease of Application—simple, quick, lint-free. 


6. Smooth, yet Non-skid— ideal surface over which to apply plaster. e many other uses in Out- 


7. Durability —does not wad or bunch up under cast. 


8. Absorbency—skin condition is protected... does away with many 


skin problems. 
9. Porous—feels snug, yet “live” —air can circulate. 
10. Easy to Cut—cast removal is an easy, clean job. 


who have used it experimentally. The fabric in this 
new bandage is an entirely mew material—devel- 
oped after years of testing and research by The 
Kendall Company. 





Time and Moneysaving Uses: 


e bandaging e sponging 
e vaseline dressings 


Patient and Emergency 
Departments 











Ask Your Curity Representative 
To Demonstrate ... 


11. Non-shrinkage—does not get tighter after moistening. 


12. No Waste—odd lengths can be used for padding, stay where placed. = 


A product of 


Division of The Kendall Company, Chicago 16 


N\BSs 
Ss 
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LL CBAUER «¢ SAG ae Curity 


ARCH TO IMPROVE TECHNIC...TO REDUCE COST 








REG. U.S. PAT. OFF. 
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“LITTLE 
DIACKS” 
























































Little Diacks may not look so 
"little" in this picture and 
they're not so "‘little'’ when you 
see the job they're doing in 
thousands of hospitals all over 
the world. 











Don't let a salesman give you a 
substitute he claims is “just as 
good". Demand genuine Diacks. 
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member to be a behind-the-scenes 
observer of your Association in 
every day action throughout the 
year. I can assure you it would be 
an interesting and enlightening 
experience. Headquarters in Chi- 
cago always is a beehive of activ- 
ity. Here it is that all lines of com- 
munication converge. Here is the 
central service processing center 
—the nerve center if you please. 
I could not possibly list or describe 
headquarters activities within the 
limits of several of these monthly 
reports. 

Then there are those Association 
business activities in which mem- 
bers participate by virtue of elec- 
tion or appointment. If you could 
but witness the Board of Trustees 
in action, or the Coordinating 
Committee, or one of the councils 
or one of the many committees, 
you would be impressed by the 
sincerity of purpose of these hard- 
working men and women. Their 
contributions®*to the hospital field 
cannot be adequately evaluated. 

The annual convention, an Asso- 
ciation activity with which most of 
you are familiar, has all the out- 
ward appearance of being a rela- 
tively large but simple affair. This 
is because a smoothly-operating, 
efficient headquarters’ staff has 
been diligently at work for months 
perfecting all phases of the big 
show. It is a big show requiring 
almost split-minute timing and 
careful synchronization around the 
clock. One has only to attend a 
convention, inspect the commercial 
and educational exhibits, study the 
formal programs including those 
of the affiliated associations, follow 
the House of Delegates in session 
and participate in the various so- 
cial affairs to appreciate the mag- 
nitude of this important Associa- 
tion function. 

If you stop to think about it, 
we take altogether too much for 
granted. We seldom bother about 
the operation of a machine that 
runs smoothly and is efficiently 
productive. It is well, however, to 
be familiar with its working parts 
if for no other reason than to sat- 
isfy natural curiosity. You may 
find, if your Association machine is 
given the study it deserves, you 
will not only better appreciate the 
good job it is doing but you will 
be surprised at its potential. 


F OR THE most part we had good 
weather during the convention. 
The attendance was really tremen- 
dous. The last check on attendance 
I had indicated somewhat more 
than 7,000 registrations—a new 
record by a fair margin. The num- 
ber and extent of exhibits also set 
a record. The program was excel- 
lent as evidenced by overflow 
crowds at the many sessions. 


Tx TURNOUT for the Women’s 
Hospital Auxiliaries conference 
was surprising and encouraging. 
Nearly 500 representatives attend- 
ed. Chairman Mrs. Amos Dixon, 
of Newton, N.J., and her commit- 
tee are to be congratulated for 
their splendid organizational work 
and for the exceptionally well- 
planned convention program. The 
By-Laws of the American Hospital 
Association were amended by the 
House of Delegates to provide for 
a special classification of member- 
ship for women’s hospital auxili- 
ary representatives. This new seg- 
ment of the American Hospital 
Association is but two years old 
and promises to play an important 
role in Association affairs. 


PEAKING of service, I wonder if 
S you appreciate the value of the 
manuals distributed by the Asso- 
ciation. I hope you make use of 
these manuals because they are the 
last word in procedure. Moreover, 
these manuals are compiled by the 
outstanding experts-in the field. 

Of course you are using the 
canned goods manual and_ the 
laundry manual. They are good 
examples. Very soon you will have 
the first section of the accounting 
manual, a monumental affair con- 
cerned with hospital statistics and 
classification of accounts. Work is 
proceeding on the remaining three 
sections concerning (1) cost analy- 
sis, (2) financial and _ statistical 
analysis and (3) business office 
procedures. Be sure to read the 
manuals yourselves and see that 
they are placed in the hands of the 
appropriate department heads. 


bs 






HOSPITALS 












Laundry Department at 405-Bed 






George Washington University Hospital, 
WASHINGTON, D. C. 





.”6 CUD 


ad — =. ' 






@ Two CASCADE Automatic Unloading Washers. 
with Companion Washing Controls save more 
than 50 manual operations each load by per- 
forming all washing operations automatically. 
Washers are unloaded by pressing buttons. 











So easy a girl can do it. Loaded Containers 
are hoisted into and out of NOTRUX Extrac- 
tor by push-button-operated electric hoist. 










Remember, 


— Departments of 
© Hospita] Depends 


@ Flatwork is beautifully ironed at high speed on the Laundry, 
on 8-Roll SYLON Ironer with Airvent Canopy. 









COMPANY cincinnati 12, OHIO 


NOVEMBER 1949, VOL. 23 






opintons 










ON EMPLOYEES WHO RATE PATIENTS 


N MANY HOSPITALS one particular 
I employee is responsible for de- 
ciding if a patient may receive 
total or partial assistance in paying 
the cost of his hospitalization. The 
importance of determining the ex- 
tent of aid the patient is eligible to 
receive is an exacting job. It is 
necessary that the person who 
carries this responsibility be se- 
lected with great care. 

This month four administrators 
answer the question: “What train- 
ing, background and _ personality 
traits do you look for in employing 
a person who is to rate patients for 
extended part pay or free service?” 


This person is a key member 
of the hospital staff 


UNDOUBTEDLY THE PERSON em- 
ployed to rate patients for part pay 
or free service should be regarded 
as a key employee in the hospital 
organization. Whether a man or a 
woman, the candidate should be 
mature (preferably 30 to 50 years 
old), well-groomed, conservatively 


dressed and of a naturally cheerful. 


disposition to inspire a friendly re- 
action. The individual should be 
tactful, adjustable to all types of 
people and situations and should 
possess patience and understand- 
ing of the problems of other per- 
sons. 

This employee’s education should 
include high school] graduation and 
two or more years of university 
training in social sciences unless he 
has developed comparable knowl- 
edge through long experience in a 
similar field of work. Further 
training and experience to afford 
some insight into business admin- 
istration principles is desirable. 
Previous employment in a social 
agency or knowledge of the sources 
of public and private agencies in 
the local community, the state and 
the federal government also would 
be an advantage. Ability to work 
harmoniously with other related 
agencies should be demonstrated. 

While the objective of maintain- 
ing a good collection percentage 
is of primary importance to the 
hospital administrator, this should 
not be stressed to the point of 
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discouraging efforts to apply hu- 
mane training and kindliness in 
the financial rating of the medically 
indigent individual.—Dr. FRANK C. 
SUTTON, director, Miami Valley 
Hospital, Dayton, Ohio. 


The ability of self projection 
is a primary requirement 


WE HAVE DISCOVERED that the in- 
dividual called upon to serve the 
hospital as a paid employee to rate 
patients for extended part pay or 
free service should be a person 
taken from the ranks of hospital 
personnel who has had extended 
contact with the public. We think 
first of individuals who have 
worked, for example, in the social 
service department, the outpatient 
clinics, as receptionists or in the 
business office. 

There probably is no touchier 
spot in the hospital than that one 
where an individual makes inquiry 
from a patient or his friends or 
relatives about the capacity to pay. 
The job therefore calls for the 
epitome of tact and graciousness 
and it takes some time to make 
the necessary observations to se- 
lect the proper person. 

Most important, we_ should 
choose an individual whom we 
could characterize as an elastic 
thinker. By that is meant a person 
whose basic concept of life as a 
whole is founded on sound and 
respectable principles but who has 
the capacity to put himself in the 
other fellows’ shoes and thus adapt 
himself to their line of thinking 
and reaction. Few people can do 
this and when we find a person 
of this stature, we feel it im- 
portant to keep him.—THEODORE F. 
CHILDS, superintendent, Brockton 
(Mass.) Hospital. 


A humanitarian viewpoint is 
essential for employee 


IN CHOOSING AN EMPLOYEE to 
rate patients for part pay or free 
service, I should look for a man 
or woman with sufficient training 
in accounting and credit proce- 
dures to enable him (or her) to 
quickly and accurately appraise 















information from patients and 
other sources. I should prefer 
someone with either formal train- 
ing in social service work or with 
a good working knowledge of that 
subject. 

The person selected should have 
several years of experience in 
credit and collection work, prefer- 
ably in a hospital. Otherwise it 
should be of a type that would pro- 
vide a comprehensive knowledge 
of the problems involved in collect- 
ing accounts from individuals in 
the border line and low income 
groups. This experience must have 
been obtained with a firm whose 
collection methods were not such 
as to blunt or destroy humani- 
tarian instincts. 

The holder of this important 
position must possess mature judg- 
ment, tact and sympathetic under- 
standing if he is to inspire and 
retain the confidence of the patients 
with whom he deals. He should 
have the ability to achieve a suf- 
ficiently detached viewpoint to en- 
able him to maintain a proper 
sense of balance between the needs 
of the patient and the rights of his 
hospital. His thinking should be 
uniform so that his decisions on 


questions of a similar nature 
would not vary materially from 
day to day. 


Finally, an employee in this po- 
sition can do much to build good 
will for the hospital. It is essential 
that he understand fully the prin- 
ciples of good public relations and 
be prepared to apply them in all 
his dealings with the public.— 
DoNALD M. Cox, secretary and 
manager, Winnipeg (Man.) Mu- 
nicipal Hospitals. 


Great care must be used in 
selecting the investigator 


THERE IS NO PERSON in the whole 
hospital organization who needs to 
be selected with more care than 
the one who is to rate patients for 
either free or part pay service. This 
is equally true in the outpatient or 
inpatient departments. 

The exacting requirements of 
this particular job demand an em- 
ployee with varied qualifications. 
This person should have a general 
educational background, which 
should be superior to that of the 
‘average clerk, and should be en- 
dowed with more than the usual 
amount of good common sense. 

It is easy to say that this person 
should possess an analytical mind, 
but with the qualification that 
there must be the realization that 
everyone coming to his desk must 
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be treated as an individual. The 
investigator must have the ability 
to resolve problems into their com- 
ponent parts and to recognize that 
the client, for the most part, is not 
being interviewed by cheice. 

This position requires a studious 
searching disposition, and the per- 
son filling it must have patience in 
order to obtain the many details 
required. The employee must be of 
a discerning temperament because 
conclusions must be reached. All 
this requires thoroughness and 
judgment. Above all, no person can 


Position, it 





be placed in a position of this kind 
without a degree of sympathy. 
Many people by nature or edu- 
cation possess a highly developed 
sense of thoroughness, but this 
thoroughness must be accompanied 
by helpfulness, friendliness and 
sympathy. A _ cold, calculating, 


emotionless investigator can do a: 


hospital more harm than good, and 
if these methods secure a few ad- 
ditional dollars from patients, it 
is ill-gotten gain. 

In selecting a person for this 
is desirable to find 
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someone who is primarily a stu- 
dent and who is willing to keep u; 
with economic trends and the loca! 
employment situation. It always is 
preferable, but not possible, to finu 
a person who has had training in 
credit rating from one of the large 
mercantile houses. 

These are the traits that we look 
for, and exacting as they may 
seem, it is possible to make ade- 
quate selections if the search is 
thorough.—Moir P. TANNER, di- 
rector, Children’s Hospital, Buffalo, 
No: 





Application of the Association’s 
institute program in training hos- 
pital laundry managers was dis- 
cussed editorially in the September 
issue. It was said that members of 
the Council on Education and the 
headquarters staff would welcome 
guidance in planning. Printed be- 
low is a comment which contains 
a number of suggestions: 


Laundry managers have a 
real need for education 


YOUR EDITORIAL “They Are Made, 
Not Born,” in the September issue 
of HOSPITALS pretty much sums up 
our own reaction after attending 
numerous laundry institutes dur- 
ing the past 10 years. 

For years persons interested in 
the training and advancement of 
those in the laundry profession 
have devoted much time and 
thought to methods whereby ad- 
vanced laundry knowledge could 
be brought to those who may need 
or profit from it. It seems there are 
several methods by which laundry 
managers may be exposed to 
knowledge: (1) Regular training 
courses in recognized laundry 
training schools, (2) short courses 
or institutes ranging from three 
to five days’ duration where knowl- 
edge is imparted by lectures using 
more or less high pressure methods, 
and (3) plant courses or visits 
whereby laundry managers ob- 
serve methods in a laundry under 
actual operating conditions. 

The first method is obviously 
limited. There are only two recog- 
nized fulltime schools of laundry 
management, their enrollments 
are limited and 90 per cent or 
more of the graduates enter the 
commercial field. 

The second method—institutes 
—based on our own experience 
does not fill the need adequately. 
(Continued on page 124) 
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Dedication ceremonies 


We should like some help in planning 
dedication ceremonies for our new hospital. 
In this town of less than 10,000, we are 
anxious to gain as much public interest in 
the hospital, its services and the ceremony 
as possible. 


If the new building was financed 
through public contributions, so- 
licitors and everyone in the com- 
munity will have a feeling of 
pride in their accomplishment, 
curiosity about what the money 
bought and satisfaction that their 
health needs will be better met. 
All these people will be interested 
in the dedication and, later, in the 
hospital if an effort is made to 
reach them. 

Publicizing the event begins well 
in advance of the date, prefer- 
ably on a well-thought-out plan. 
Church, civic and women’s groups, 
fraternal organizations, labor 
groups, school children and others 
may be visited by speakers or may 
receive written invitations to at- 
tend the dedication. As many of 
these persons as possible might 
participate in the ceremony or at- 
tendant activities through an offi- 
cial representative listed in the 
program if more prominent roles 
are not possible. 

Newspapers, radio stations, local 
stores, churches, industrial house 
organs and other sources of pub- 
licity should be furnished with 
stories, pictures and information 
on the hospital and what it will 
mean to the health of the com- 
munity. The 1949 Hospital Fact 
Sheet, available from Association 
headquarters, might help provide 
data on national hospital care for 
background information. 

The amount of attention given 
the dedication will depend on the 
originality and wide appeal of the 
program. Participation by repre- 
sentatives of city and county gov- 
ernment, the hospital board of 
trustees, administrative and de- 
partmental employees and volun- 
teer groups of the hospital also can 
make good copy. 

For the dedication itself it might 
be a good idea to combine formal- 
ity—cutting of a ribbon or brief 
speeches—with a tour of the new 
facilities, refreshments, displays, a 
pageant or music by a band or 
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chorus. An air of festivity is im- 
portant to the success of the occa- 
sion. 

Those individuals and organiza- 
tions which participate also might 
make up a mailing list for future 
use in circulating a hospital bulle- 
tin, letters or invitations. It also is 
important to make sure pictures 
are taken during the dedication for 
use in newspapers, house organs or 
the magazines of organizations 
participating. Any memento of 
participation would help sustain 
public interest in the hospital.— 
C. J. FOLEY. 


Nursing hour standards 
Our nursing costs have increased to 
an alarming degree. Finding ourselves 
unable to cope with the situation, we 
should like to obtain some information 
for comparison. Any information we 
could get on the number of nursing hours 
required for our 100-bed hospital would 
be appreciated. 


Standards for nursing hours 
needed per patient in every 24 
hours -are defined in a _ recent 
publication by the National League 
of Nursing Education. It is en- 
titled “A Nursing Service Study in 
One Children’s and Twenty-One 
General Hospitals.” 

The hours advocated in this 
study express the nursing needs 
in a select group of hospitals and 
are to be used as guides only in 
determining the necessary staff of 
a hospital. The average number of 
general nursing hours needed per 
patient in every 24 hours, based on 
the study is: Obstetrical beds, 3.0; 
surgical beds, 3.5; medical beds, 
3.4; pediatric beds, 4.6. 

In this study the proportion of 
total general nursing hours to be 
given by professional and other 
personnel is listed as follows: 


Ward and Semi- Nursing Hours 
Private Profes- 
Accommodations sional Other 


Medical 65% 35% 

Surgical 70% 30% 

Obstetric 65% 35% 

Pediatric 80% 20% 

Some factors which need to be 
taken into consideration are the 
proportion of professional and non- 
professional nurses, hours of work, 
shifts employed, vacation and 
sickness allowances. 


To calculate the number of bed- 
side nursing personnel needed, the 
following formula may be used 
First, determine the numerator 
This is the daily average number 
of patients, multiplied by the aver- 
age bedside hours per patient in 
24 hours, times the days of the 
week. Second, divide this figure 
by the denominator, which is the 
weekly hour schedule of nursing 
personnel. The answer will be the 
quotient, which equals the number 
of bedside nursing personne! 
needed. 

In a short time the new revision 
of “The Essentials of Good Nursing 
Service,” developed jointly by the 
American Hospital Association 
and the National League of Nurs- 
ing Education, will be available. 
Chapter 4, entitled “Administra- 
tive Policies and Measures for Pro- 
viding Nursing Service,” deals in 
detail with this calculation. Copies 
of this manual may be obtained 
from the Association library on 
loan as soon as the manual is re- 
leased for publication. — Dr. 
CHARLES T. DOLEZAL. 


Fair trade exemption 


One of our dealers-told us recently 
that hospitals are not exempt from the 
provisions of the Robinson-Patman Act. 
Is this true? 

Hospitals and certain other 
charitable institutions have been 
exempt from the Robinson-Pat- 
man Act since May 1938. This law, 
first passed in June 1936, provides 
that goods cannot be sold at less 
than fair trade prices. After its 
amendment, hospitals, schools, col- 
leges, universities and certain other 
institutions not operated for profit 
were exempted. This means simply 
that hospitals may purchase sup- 
plies for their own use below fair 
trade prices.—LEONARD P. GouDpy. 


Air conditioning precautions 
Installation of an air conditioning unit 
in our delivery room is being planned. 
Before a definite decision is made, we 
should like to know if there are any spe- 
cial precautions which must be taken. 

If freon gas is used to cool the 
air, I can see no danger involved. 
As a matter of fact, the safety fea- 
tures of freon gas have led to re- 
quirements for its use in place of 
more dangerous refrigerants. 

There is a problem that must be 
faced in the installation of this 
equipment if combustible anes- 
thetics are to be used in the deliv- 
ery room. National Fire Protection 
Association requirements will call 
for all electrical installations with- 
in five feet of the floor to be of ex- 
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plosion-proof design. This would 
apply to the electric motor of the 
air conditioning equipment if it is 
placed within that area. 

Unless the air conditioning ma- 
chine contains provisions for ex- 
hausting the air in the room, some 
method of exhausting the air will 
have to be found. It is inadvisable 
to maintain a high positive pres- 
sure. This would tend to drive the 
air from the delivery room, which 
might contain anesthesia gases, 
into other. parts of the hospital. 
The exhaust duct should be so con- 


structed that the fan motor will be 
outside of it. The fan motor of 
course should be of explosion-proof 
design. 

These arrangements will be in- 
cluded as suggestions in the new 
recommendations of the Hospital 
Operating Rooms Committee of the 
National Fire Protection Associa- 
tion. Inasmuch as these new rec- 
ommendations will not require 
ventilating for the operating room 
in connection with the anesthesia 
hazard, these must be considered 
as suggestions or recommendations 
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rather than as mandatory requir: 
ments. There are a great ma 
questions in the minds of ma 
who have studied the problem 
whether combustible mixtures of 
anesthesia gases and oxygen ever 
are found in a hospital operating 
room more than one or two feet 
away from a possible point of leak. 
I believe that as far as realistic 
hazard is concerned, the require- 
ments for explosion-proof motors 
in the ventilating system are not 
absolutely essential. 

The requirements should be 
given consideration, however, for 
one reason: The exhaust should 
be within seven inches of the floor. 
This is definitely within the area 
where the fumes of spilled ether 
might be drawn directly into the 
exhaust. Hospitals use ether pro- 
fusely for the preparation and 
cleaning of patients and frequent 
spilling is a natural result. Accord- 
ingly, for absolute safety, I think 
consideration should be given to 
the provision of explosion-proof 
motors for the equipment in the 
delivery room.—Roy HUDENBURG. 
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Library material 

We should apprectate receiving ma- 
terial on the services rendered by a gen- 
eral hospital. 

The following material is avail- 
able on loan: 

“Expanded Responsibility of 
General Hospital Service.” E. 
Dwight Barnett, M.D. Chicago 
Hospital Council Bulletin, Feb- 
ruary 1948. 2: 14-18. 

“Use of Diagnostic and Thera- 
peutic Facilities.” H. J. Corper, 
M.D. Rocky Mountain Medical 
Journal, July 1948. 45: 573-577. 

“Developing and Maintaining 
High Standards of Technical Serv- 
ices in the Postwar Hospital.” Cyril 
J. Costello, M.D. Bulletin of the 
American College of Surgeons, 
September 1946. 31: 271-272. 

“Planning for It.” Donald C. 
Smelzer, M.D. HOoSsPITALs, July 
1946. 20: 42-43. 

“The Role of the General Hos- 
pital.” Jewell W. Thrasher. South- 
ern Hospitals, February 1948. 16: 
28-30. 

“The Contribution of Hospitals 
to Community Health.” Albert V. 
Whitehall. Address given at Na- 
tional Institute on Community 
Health, Chamber of Commerce of 
the United States, April 7, 1949. 

Requests for loan of this material 
should be addressed to the Ameri- 
can Hospital Library, 18 E. Di- 
vision Street, Chicago 10.—HELEN 
V. PRUITT. 
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Morale-lifting reorganization that earns 


FULL MEDICAL STAFF SUPPORT 


The Christian H. Buhl Hospital faced a prob- 
lem that was brought to a head with the 
resignation of all members of the hospital’s 
medical board. This is a report on methods’ 
used to bring complete and lasting harmony. 


OT TOO INFREQUENTLY, the hos- 

pital administrator is quickly 
brought to realize that relation- 
ships with the medical staff have 
reached an impasse—that nothing 
short of reorganization will solve 
the mounting problems. Such was 
the situation at the Christian H. 
Buhl Hospital, Sharon, Pa., a 
little more than a year ago. This 
hospital is now realizing the bene- 
fits of reorganization in which 
there is full support of its medical 
staff. Through reorganization came 
the understanding that is essential 
for harmony. 

During the war, directors of this 
hospital, as well as those in many 
other hospitals, felt that the pro- 
gram of specialization advanced by 
the American College of Surgeons 
was the solution to staff problems. 
For some time they had been look- 
ing for a method that would enable 
them to elevate the standards of 
medical care in this community. 

Because of a lack of doctors, the 
effective date of the program was 
deferred until July 1, 1948. By that 
date all physicians expecting to 
use the hospital were to have de- 
clared themselves as_ specialists 
and taken the necessary graduate 
work to qualify. As the day ap- 
proached there appeared to be 
great dissatisfaction among the 
doctors. 

The situation was brought to a 
head when the medical board 
recommended that major surgical 
privileges be extended to three 
young physicians who had no spe- 
cial preparation to do major sur- 
gery. The recommendation was 
submitted to the board of directors 
and it was turned down. Promptly 
the medical board resigned; much 
adverse publicity ensued. 

At this point the esprit de corps 


© Youngquist is administrator of the 
ristian H. Buhl Hospital, Sharon, Pa. 
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among the staff was at a new low. 
As is so typical when a group of 
doctors are involved, many of them 
had been and were still saying one 
thing and doing another. This had 
to be overcome. The doctors were 
talked to individually with the 
view to selling them on the idea 
that what the board of directors 
wanted to do was directly in line 
with what they wanted to do, but 
that this could not be accom- 
plished until undercover grumb- 
ling ceased. Each had to speak his 
mind openly and without fear. 

It did not take long before 
everyone knew where everyone 
else stood, and gradually an at- 
titude of cooperation began to 
show itself. Then it was felt that 
it was time to appoint a new med- 
ical board. 

The directors appointed three 
members of the original board and 
two new members. Representation 
from the old board was included 
to allay suspicion that the new 
board was being “packed.” The 
announcement of the new medical 
board was received without a 
single adverse comment. 


TULUM MUTUAL OULU Mu 


The next step was to formulate 
a new staff organization which 
would be acceptable to both direc- 
tors and staff and which would not 
lower the high quality of medical 
practice that was the original goal. 
The administrator outlined a rough 
plan and the board of directors 
accepted it. Details were to be 
worked out by the medical board 
and administrator. The following is 
the plan presented to the medical 
board at the first meeting and 
which was finally accepted by the 
entire staff with very few changes. 

The staff was organized into the 
following categories: Honorary, 
consulting, attending, courtesy and 
house. 

HONORARY STAFF members are 
physicians who have reached the 
retirement age of 65, or who for 
some other special reason are ap- 
pointed to this division. They do 
not vote, do not pay dues and do 
no staff (charity) work. 

CONSULTING STAFF members are 
physicians who have reached the 
retirement age of 65 but who by 
reason of their continued interest 
in the affairs of the staff and their 
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continued active practice of medi- 
cine are appointed to this division. 


Their appointments are contin- 
gent on their requests for appoint- 
ment to this section. These physi- 
cians do no staff work, but they 
have avote and pay dues. Also in- 
cluded in this section are those 
physicians from other communities 
who are frequently called in on 
consultation. This would include 
those specialists which a com- 
munity of this size cannot support. 

ATTENDING STAFF members are 
physicians representing the four 
major services and their respective 
subdivisions. This is the group that 
many hospitals call the active staff. 
These members may hold office 
and are responsible for the pro- 
fessional standards of medical 
practice. Physicians in this group 
are required to attend at-least 75 
per cent of all staff educational 
meetings. If all membership re- 
quirements are not adhered to, 
they are automatically relegated to 
membership on the courtesy staff. 
This group votes, pays dues and 
assumes the responsibility for all 
staff patients. * 

COURTESY STAFF members are 
qualified physicians who are given 
membership in this division by in- 
dividual consideration of the medi- 
cal board. The board also deter- 
mines what privileges will be 
granted. This group does not vote, 
pays no dues and does no staff 
work. 

In these four sections, the mem- 
bers are nominated by the medical 
board and appointed by the board 
of directors. 


HOUSE STAFF members are in- 
terns and residents and they are 
appointed by the administrator. In 
making these appointments the 
administrator works very closely 
with the staff committee on interns 
and residents. He also relegates 
much of his supervisory work con- 
cerning the interns and residents 
to members of this medical staff 
committee. 

The new organization calls for 
four major divisions of the staff: 
Medicine, surgery, obstetrics and 
gynecology, and general practice. 
Included in medicine and surgery 
are their respective subdivisions. 
At the head of each of the four 
major services is a chief and asso- 
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The medical board and administration 


The Christian H. Buhl Hospital’s five-member board serves 
as a liaison group between the staff and the administrator and 
also in an advisory capacity on professional matters. Its members 
represent medicine, surgery, obstetrics, head specialties and gen- 


eral practice. 


Each member serves a term of three years. Terms are staggered 
so there will not be a complete turnover during any year. Medical 
board members are appointed by the hospital’s board of directors, 
It was felt that a group such as this—election vs. appointment for 
a three-year period—would be more stable and relationships would 


be more harmonious. 


The administrator is an ex officio member of the medical board. 
All matters to be brought to the attention of the hospital directors 
are channeled through the administrator. To assure the staff mem- 
bers that their problems are reaching the directors they are sub- 
mitted in writing by the secretary of the medical board. One copy 
is mailed to the president of the board of directors and another 
to the administrator. A written report of the directors’ action is 


submitted to the medical board. 





ciate chief. Each subdivision is 
also headed by a chief. 

Surgical privileges had been the 
key problem of the earlier con- 
flicts. The organization of that 
service follows. Each of the other 
services falls generally in line 
with the plan of the surgical serv- 
ice. 

The surgical service was divided 
into 13 specialties: General sur- 
gery, urology, orthopedics, eye, 
oral, ear-nose and throat, chest, 
plastic, proctology, neurosurgery, 
traumatic surgery, maxillofacial 
surgery, and anesthesia. 


TERMS OF OFFICE 


Terms of office for the chief and 
the associate chief of the surgical 
service and for the chief of each 
of the sub-services are three years. 
A term of three years was estab- 
lished because it was felt that a 
new man would require almost a 
year to become acquainted with 
the problems of his particular 
service. It would take some time 
to formulate a solution to these 
problems and probably a year be- 
fore he had a smoothly running 
department. 

The original program was to 
have provided specialists for all 
phases of medicine. In order to 
carry this program through, the 
administration felt that it was not 
entirely necessary that each man 
on the staff be a specialist but that 


a specialist in each branch of 
medicine be available for con- 
sultation and for treating the more 
difficult cases. Logically, the chiefs 
of services would suit the need. 

Qualifications for the chief of 
the surgical service are: 

1. He must be an _ exclusive 
specialist. 

2. He must be either a diplo- 
mate of the American board of his 
specialty, or be a fellow of the 
American College of Surgeons. 

3. He must have limited his 
practice, exclusive of training, to 
surgery for a minimum of 10 years. 

Qualifications for the associate 
chief are the same with two ex- 
ceptions: If he is not a diplomate 
or a fellow, he must be eligible 
for one or both. In this event he 
must take and pass the examina- 
tion within one year after assum- 
ing his duties or he _ will be 
rendered ineligible for office. The 
second exception is that he must 
have limited his practice to surgery 
for a period of not less than five 
years. 

The duties of the chief of the 
surgical service are: 

1. It is his responsibility to over- 
see the work that is done on his 
service. 

2. He shall conduct regular clin- 
ical meetings of his service. 

3: He shall select a committee to 
consist of the associate chief and 
the chiefs of the sub-services who 
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shall formulate and enforce rules 
and regulations governing this ser- 
vice. These policies are subject to 
approval by the medical board and 
the administrator. 

4. He and his committee shall 
review the applications of all phy- 
sicians who make application for 
surgical privileges. Their recom- 
mendations are to be passed on to 
the medical board for action. 

Duties of the associate chief are 
primarily to assist the chief in all 
matters assigned to him. 

Qualifications for the chief of a 
sub-service are similar to those of 
the chief of the service—he must 
be an exclusive specialist and he 
must hold a certificate from the 
American board of his specialty 
or be a fellow of the American Col- 
lege of Surgeons. He is held re- 
sponsible for the quality of work 
done on his service and is respon- 
sible to the chief of the surgical 
service. 


STAFF OBLIGATION 


We have achieved what we feel 
are several important goals. In the 
first place, by setting up the ser- 
vices and requiring a qualified man 
as chief of each, we immediately 
pointed out our own weaknesses. 
We discovered that there were sev- 
eral services for which we had no 
men qualified to be called chief. 
This created an immediate obliga- 
tion on the part of the staff. The 
psychology of this was good. Previ- 
ously it was the lay-member board 
of directors which called their at- 
tention to certain deficiencies. This 
they resented. Now, by their own 
organization, they must find quali- 
fied men to head each service. 

Another desirable feature is that 
qualified chiefs are responsible for 
the quality of medicine practiced 
on their services. They are on the 
Spot. It behooves them to choose 
carefully the men who will serve 
on their service. 

Finally, this new organization 
will provide the community with a 
well-rounded medical service. As 
the vacancies on the staff are filled, 
it will become less necessary for 
Patients to go elsewhere for medi- 
cal service. This certainly is good 
Public relations for the hospital 
and, from both a medical and finan- 
cial point of view, is much better 
for the patient. 
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The crucial point of this entire 
program concerned who would 
have specific surgical privileges. 
For purposes of segregation, the 
surgical service was set up with a 
senior and junior attending group. 
A senior attending physician on the 
surgical service may be an ex- 
clusive specialist in surgery, but 
that is not obligatory. His priv- 
ileges depend entirely on his quali- 
fications and abilities and could. be 
major and/or minor. 

The qualifications for a junior 
attending physician on the surgical 
service are the same with the ex- 
ception that he can be granted only 
minor surgical privileges. He will 
have the privilege of assisting at 
major procedures under the direct 
supervision of a member of the 
surgical service who has full sur- 
gical privileges. 

One of the most important fea- 
tures of this whole program was to 
encourage those physicians whose 
qualifications did not make them 
eligible to hold office or do major 
surgery. They had to be given an 
opportunity to advance within the 
staff organization. 

Under the original program of 
specialization there were several 
physicians who faced a very seri- 
ous handicap. They were the phy- 
sicians who were at the peak of 
their practice and who were grad- 
uated from medical school 12 or 
15 years ago. At that time they 
were not American-board con- 
scious. Since then they had built 
up a fairly good practice, had fam- 
ilies, and no doubt had incurred 
other obligations. It became almost 
impossible for them to take from 
three to five years to go back to 
school, take a residency and be- 
come certified. 

There was no incentive for them 
to try to improve themselves be- 
cause they simply could not grow 
within the staff. Now under the 
guiding eye of the qualified men 
and as provided by the rules and 
regulations of the surgical service, 
they could, with some effort not 
beyond their reach, expect to 
qualify themselves eventually for 
greater privileges. 

The rules and regulations gov- 
erning the surgical service pro- 
vide: 

1. All physicians who 
graduated from medical 


were 
school 


after 1940 must present eligibility 
for fellowship in the American 
College of Surgeons or the Ameri- 
can Board of Surgery before being 
considered as eligible for major 
surgical privileges. 

2. The physician whose date of 
graduation from medical school is 
prior to 1940—if not a fellow of the 
American College of Surgeons or 
the American Board of Surgery— 
must have held an associate staff 
(junior attending) surgical posi- 
tion at this hospital for a minimum 
of five years in addition to one year 
of acceptable postgraduate training 
in recognized courses or residen- 
cies. This training need not be 12 
consecutive months. At the com- 
pletion of this training he must 
serve a 12-month preceptorship 
under the supervision of one of 
our qualified surgeons. 

If after completing this program 
he is given a unanimous approval 
by the chiefs and sub-chiefs of the 
surgical service he may be given 
major surgical privileges within 
his own right. 

3. In order to insure stability 
and to observe the ethics and com- 
petency of a new physician in the 
community, it was decided that no 
appointments to the attending sur- 
gical staff will be made_ until 
he has engaged in active practice 
in the community for a minimum 
of two years. He will hold mem- 
bership on the courtesy staff dur- 
ing this period. 

In the event there is an opening 
or unfilled position on a service, 
a new physician in the community, 
provided he is qualified, may be 
given a temporary appointment to 
fill the opening. If such an appoint- 
ment is made, the physician will 
be under observation for one year. 
During his second year he will op- 
erate within his own right but will 
not attain attending status until he 
completes the two-year period. 
Then his appointment is made per- 
manent if he is acceptable. 

4. Another question which arose 
in the minds of a good many of the 
men who were doing surgery prior 
to this program was, “Will I lose 
the privileges I now have?” The 
surgical rules and regulations pro- 
vide that any physician who has 
had major or minor surgical priv- 
ileges will continue to enjoy these 
same privileges unless the occasion 
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arises to deny these privileges. De- 
nial is recommended by the surgical 
staff and acted upon by the medi- 
cal board. 


GENERAL PRACTITIONERS 


Any program that has as its aim 
the betterment of medical service 
to the community naturally lays 
heavy emphasis on surgery. A 
phase that cannot be neglected, 
however, is the home service as- 
pect of medical practice. The phy- 
sicians who are involved here pri- 
marily are the general practition- 
ers. It was felt that in line with 
the organization of the American 
Academy of General Practice some 
form of recognition of the general 
practitioner should be made in our 
reorganization plan. It was there- 
fore agreed that a general practice 
section should be organized. 

The organizational pattern of 
this section generally corresponds 
with that of the surgical section, 
except that there are no sub-ser- 
vices. Provisions are made for a 
chief and associate chief. The 
qualifications for the chief are that 
he cannot be an exclusive special- 
ist, he must be a member of the 
American Academy of General 
Practice and he must have been 
doing general practice in this com- 
munity for at least 10 years. 

Qualifications for the associate 
chief are the same except that he 
must have practiced in the com- 
munity for at least five years. 

The duties of the chief are: 

1. It is his responsibility to over- 
see the work that is done on his 
service. 

2. He shall select a committee 
from his service who shall be re- 
sponsible for the scientific program 
of regular monthly staff meetings. 

3. He shall act as chairman of a 
committee of five members of his 
service elected by the general 
practice service who shall formu- 
late and enforce rules and regu- 
lations to be subject to approval 
by the medical board and ad- 
ministrator. 

4. The chief shall act as chair- 
man of this same committee of five 
who shall review the applications 
of all physicians who make appli- 
cation for membership in the gen- 
eral practice service. Their recom- 
mendations are to be passed on to 
the medical board for action. 
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The duties of the associate chief 
of the general practice service are 
to assist the chief in any matters 
assigned to him. 

Attending physicians on the 
general practice service are made 
up of men with mixed practice. To 
gain and hold membership on this 
service the physician must meet all 
the requirements set forth in the 
rules and regulations for the ser- 
vice. Specifically, they must take 
the equivalent of at least 80 hours 
of postgraduate study during each 
year in whatever field they are in- 
terested. This includes postgradu- 
ate days (one-day meetings) of- 
fered by many universities and 
hospitals, formal postgraduate 
courses offered by approved 
schools, clinical conferences held 
by our own staff, and local and 
national meetings. 

A form has been designed which 
each physician on the staff is ex- 
pected to turn in, describing in 
detail all study of a postgraduate 
nature. A file in which each staff 
member has a folder is used to 
store this information together 
with any other facts pertinent to 
his professional life. These files are 
subject to review each year as staff 
appointments are made. This file is 
considered confidential and no one 
other than members of the medical 





Definition 


In a program where sur- 
gical privileges are defined as 
major and minor, it is neces- 
sary to have a written defini- 
tion. The surgical service 
of the Christian H. Buhl 
Hospital has defined major 
surgery as that which in- 
volves entry to any of the 
major body cavities: Abdo- 
men, thorax or cranium, or 
operations involving the 
bones of the extremities 
above the level of the wrist or 
ankle and the vertebrae. 

Other surgery considered 
as a major hazard to the pa- 
tient’s life is major. This in- 
cludes thyroidectomy, radical 
dissection of the neck and 
radical mastectomy. 











board, board of directors and ac- 
ministrator has access to it. 

Members of the general practice 
section may hold membership in 
one or all of the other services pro- 
vided they meet the membership 
requirements for each service. 
The privileges granted depend 
on their qualifications. For 
example, a general practitioner 
may do major surgery if he has 
had one year of graduate work, 
has served his preceptorship and 
has secured the unanimous ap- 
proval of all chiefs of the surgical 
service. If he does not have these 
qualifications he automatically will 
be granted not more than minor 
privileges. No matter what his 
privileges are when he does sur- 
gery, however, he is responsible to 
the chief of whatever service he is 
working in for the quality of the 
work he does. 

It was felt that to assure the 
growth and continued success of a 
general practice section, these phy- 
sicians had to be given responsi- 
bility. For this reason the section 
was madé responsible for the sci- 
entific portion of the monthly staff 
meetings. In addition, all staff cases 
and emergency patients who have 
no family doctor are admitted to 
the general practice section if they 
present mixed symptoms. If the 
patient needs the services of one 
of the other sections, the general 
practitioner handling the patient 
may handle the treatment on the 
other service through consultation 
with the chiefs provided his priv- 
ileges allow. If not, the qualified 
senior attending physician on call 
does the work. 

We feel that this practice stimu- 
lates consultations. that result in 
better medicine for the patient and 
greater opportunity for the gen- 
eral practitioner to learn as he 
practices. ‘ 


OTHER SERVICES 


The medical service follows the 
pattern of the surgical service in 
that it is broken down into its 
respective sub-specialties with a 
qualified chief and an associate 
chief presiding over the medical 
service and with a qualified chief 
for each sub-service. The one ex- 
ception is that it is hardly possible 
to define medical privileges as 
major and minor. 
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The obstetric and gynecology 
service. has its qualified chief and 
associate chief but no sub-services. 
In general, the general practitioner 
with obstetrical privileges may 
perform only normal deliveries 
within his own right. In difficult 
cases consultation as to method of 
treatment and delivery must be 
secured and a qualified man must 
stand by. No abdominal deliveries 
may be performed by a general 
practitioner unless he has major 
surgical privileges and has con- 
sulted with the chief of the ob- 
stetrical and gynecological service 
and the chief of the surgical ser- 
vice. 

FOLLOW THROUGH 


In any staff organization there 
must be certain committees ap- 
pointed to act as police. The medi- 
cal records committee has precisely 
this responsibility. Its job is con- 
stantly to spot check records of all 
physicians using the hospital. Not 
only does it check the completeness 
of the records but also the kind of 
medicine that each man is practic- 
ing. If the committee finds that a 
physician is showing consistently 
poor results or that he is not work- 


ing his patients properly, this fact 
is reported in writing to the medi- 
cal board. The board, in turn, pur- 
sues whatever action is called for. 
This procedure.channels responsi- 
bility to the proper authorities. 


As we look back at what has 
happened during the past year we 
feel that reorganization has created 
a feeling of good will among the 
staff members. Men who did not 
work with the team formerly are 
now working side by side and seem 
to take some pride in making their 
new organization function. There 
is much less criticism of the hos- 
pital and, for the most part, the 
staff members are now boosters for 
the hospital. 


Finally, and perhaps one of the 
most important achievements, gen- 
eral practitioners have been made 
a formal part of the medical group 
of this community. They now have 
equal standing with their col- 
leagues, the specialists. This fact 
was given newspaper coverage and 
the citizens of the community real- 
ize that the general practitioner 
does have a very important part to 
Play in the type of medical care 
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they can have and have a right to 
expect. 

The final chapter is in the writ- 
ing now. The board of directors ac- 
cepted the new constitution and 


by-laws on a six-month prelimin- 


ary basis. This removes the neces- 
sity of going through the formal 
procedure of amending the consti- 
tution and by-laws during the first 


six months of its existence. To be 
sure, it is hardly possible to antici- 
pate every situation that might 
arise in connection with an entire- 
ly new staff organization. Changes 
will be made with much more ex- 
pediency and when the time comes 
for final acceptance by the board 
of directors, we can be reasonably 
sure it will be near final form. 


- 
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ONE FOR THE RECORD 


Hospital pride—1898 version 


“THE GREAT RIVALRY THAT EXISTS between Grace and Harper Hos- 
pitals was never so apparent as it was Saturday afternoon when 
the report came of the big disaster. Both hospitals made strenuous 
efforts to have their ambulances on the scene of the fatality first. 
Harper Hospital is a block nearer the scene of the accident, but 
Grace Hospital ambulance got away first and was dashing by Har- 
per Hospital when the ambulance of the latter dashed out of the 
driveway. The horse on the Harper wagon was the better runner 
and it soon made up the distance. Then there was a wild race down 
the street. The horses were neck and neck; they were going like 
mad. When the wagons came to a cross. street, they would bounce 

in the air and sway 
from side to __ side. 
The gongs were beating; 
men, women and chil- 
dren stood and gasped 
in open-mouthed won- 
der. Something terrible 
had happened. 
“The Harper wagon 
finally drew away from 
the Grace, but it was a 
desperate struggle for 
supremacy. The reason for the Grace wagon getting away first was 
that the ambulance doctor had not stopped to take his ambulance 
cap out of the locker, and this is where he made a mistake, for when 
the ambulance reached the ruins a patrolman refused to allow him 
to pass the lines. He stormed and threatened, but the officer stood 
firm. Finally Capt. Mack of the police department happened along 
and gave the ambulance attache permission to assist in moving the 
wounded. The wagon succeeded in getting two and moved away. 

“Harper had no trouble and hence the Grace Hospital waxed 
wroth. They called up Supt. Martin and then they called him down. 
The students at the hospital were even more angry than the offi- 
cials. They declared that the police force discriminated in favor 
of the Harper Hospital because Dr. Brodre, who is on the staff of 
that hospital, is the police department physician. A great deal more 
was said, but all contended that there was some satisfaction in 
knowing that all Harper got was four.”—-Newspaper clipping, Har- 
per Hospital Scrapbook, 1898, as reported by the Journal of the 
Michigan State Medical Society, Vol. 47, November 1948. 


Any good anecdote is one for the record. Share yours by sending it to ‘One for 
the Record,” editorial department of Hospitats, 18 East Division St., Chicago 10. 








N FIVE DAYS the Youngstown 
(Ohio) Hospital Association 
did more to improve its public re- 
lations than has been done in the 
past several years. This sudden rise 
in interest was stimulated by a 
health exhibit open to the public at 
Youngstown Hospital South Unit 
last spring from April 6 to 10. The 
exhibit was open only 18 hours and 
in that time more than 7,000 peo- 
ple crowded the 45 displays. 

This was part of a campaign to 
raise $1,500,000 which will be used 
to replace a number of beds. The 
original idea for the exhibit was 
suggested by the professional com- 
pany hired to run the campaign; 


the work, ideas for each display’* 


Mr. Wallace is assistant administrator of 
People’s Hospital, Akron, Ohio. At the 
time of this open house, Mr. Wallace was 
completing his administrative residency at 
Youngstown Hospital’s South Unit. 


A health exhibit 


that generates 


‘public good will 


and coordination were contributed 
through the complete cooperation 
of each employee and staff mem- 
ber of the hospital. 

A committee of three—the med- 
ical director, a staff member and 
a department head—allotted space, 
planned the routes, approved lay- 
outs and arranged production, pic- 
tures, lights, guides and flowers. 
Two weeks before the opening, 
each department head and chief of 
a service submitted the plans ‘for 
his department. Five days before 
the opening, displays needing spe- 
cial lighting were set up. 

The first evening, the exhibit 
opened under adverse conditions— 
it rained constantly. Nevertheless, 
more than 800 people ignored the 
April shower and took our two- 
hour hospital tour. 


ROBERT E. WALLACE 


In spite of last minute touches, 
a number of needed improvements 
were discovered the first night. 
Some displays were changed to 
eliminate bottlenecks and to fill in 
prominent spots that had not been 
used to their fullest advantage. 
More lights were needed, more 
directing arrows and some re- 
touching. But with such improve- 
ments, each evening was more re- 
warding than the preceding one, 
and on the final afternoon 2,500 
people crowded their way through 
the halls and into the open rooms. 

Forty-five displays were open to 
the public. They -ranged from a 


EACH display at the open house represented 
a phase of hospital care. An oral surgery 
exhibit (below, left) and a nursing display 
(right) attracted thousands of visitors. 
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single mounted lung to illustrate 
anthracosis to a large room prac- 
tically made into a _ laboratory 
where 360 hemoglobin, 100 blood 
sugar and 450 blood typing tests 
were completed free. 

Other displays that offered free 
tests included those of the x-ray 
department where more than 700 
chest plates were taken, the med- 
ical 
took at least 1,000 blood pressures 
and the eye, ear, nose and throat 
department where 372 people in 
groups of 12 took hearing tests. 
Many persons could not be given 
tests because of lack of time. 

About half way through the ex- 
hibit, movies concerning the safety 
and health of the population were 
shown continuously. These were 
shown in an exceptionally good 
location since they gave everyone 
an opportunity to rest. It was esti- 
mated that at least 4,000 people 
watched the movies. 

The orthopedic department dis- 
played instruments needed to ap- 
ply casts and x-rays (before and 
after shots) of various types of 
fractures. Every half hour applica- 
tions of simple casts weré demon- 
strated on volunteers. 

A surgery exhibit occupied one 
end of the medical library and 
turned it into an excellent demon- 
stration operating room. The com- 
pleted set-up included operating 
lights, anesthesia and transfusion 
equipment, instruments and even 
a draped dummy with a marked 
incision. This display attracted a 
great deal of attention. 

The South Unit of the Youngs- 
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department where doctors. 


town Hospital Association made 
friends of the 7,000 people who 
visited the exhibit and thousands 
of others who were told of the dis- 
play. Thousands of free pamphlets 
on, health and disease were taken 
by visitors long before the open 
house was over and hospital offi- 
cials said they could have distrib- 
uted several thousand more. 

The exhibit offered a means of 
passing on badly-needed informa- 
tion and undoubtedly more prog- 
ress was made toward good public 
relations during the 18 hours of 
the exhibit than can be realized. 
It is this type of good will that 
more hospitals need to cultivate. 


VISITORS spent an 
average of two hours 
each in completing 
a tour of exhibits. 
All displays were 
arranged in line of 
traffic flow, but vis- 
itors lingered at such 
attractions as (clock- 
wise from top) an 
anesthesia and medi- 
cal exhibit, an emer- 
gency department 
wall chart, samples 
from laboratories, a 
bronchoscopic chart, 
a medical society 
corner and a blood 
bank display on how 
blood transfusions 
are administered. 
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AN ASSOCIATION SURVEY 


Review of 1949 hospital 


, 


ALARIES FOR hospital employees 
~ continued their upward trend 
this year. There have been no spec- 
tacular pay increases in any em- 
ployee category, but wages gen- 
erally have been higher and hours 
somewhat shorter. 

The American Hospital Associa- 
tion’s fifth annual salary survey, 
now ready for distribution, shows 
that the average hospital employee 
earned $5.20 more per month this 
year than in 1948. This means an 
average increase of 3.3 per cent 
compared to last year’s increase of 
10 per cent over 1947. The average 
employee also worked 0.6 hours 
less per week this year (44.8 
hours) than a year ago when he 
averaged 45.4 hours a week. 

Salary trends and pay practices 
in the hospital field still are fol- 
lowing the patterns of four and 
five years ago and reveal the fol- 
lowing: 

1. Although salaries in general 
still are increasing, raises are get- 
ting smaller year by year. 

2. The hours worked per week 
are leveling in number, but tend 
to decrease rather than rise. This 
compares to trends in industry. 

3. As more potential employees 
become ayailable, hospitals are 
trimming the extra incentives of- 
fered during the personnel crisis 
which began during the war. 

4. Hospitals still-need and are 
continuing to encourage untrained 
workers to join institutional staffs 
to perform limited duties. 

Salary increases are perhaps 
smaller this year than last because 
of stabilizing prices on wholesale 
and retail markets and dollar read- 
justments. Hospital salaries, then, 
have been following the salary 
trends apparent in almost all occu- 
pational groups in 1949. 

“Extra benefits’ such as extra 
pay for night shifts, automatic sal- 
ary increases, overtime paid in 
cash, completely furnished mainte- 
nance, and uniforms furnished 
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SALARIES 


seemed to have reached a leveling- 
off or even a mild decrease in al- 
most all employee categories. This 
is in contrast to other postwar 
years in which benefits were used 
to attract a larger number of em- 
ployees to hospital work. Because 
of rising administrative costs and 
some relief in the personnel pic- 
ture, hospitals apparently have 
chosen to retrench on extra per- 
quisites rather than on salaries. 

Beginning general duty nurses 
received the greatest salary in- 
creases with a 4.4 per cent boost 
from $204 per month in 1948 to 
$213 in 1949. The Pacific states 
again reported the highest average 
beginning wage for general duty 
nurses ($223) and New England 
states the lowest ($202). The Pa- 
cific region made the greatest dol- 
lar increase in nurses’ wages with 
an average raise from $212 per 
month to $223. 

Hours worked per week re- 
mained at 45 for the average gen- 
eral duty nurse. In most regions 
the general duty nurse also re- 
ceived extra pay for the evening 
shift, although the percentage of 


hospitals paying extra for night 
shift work decreased slightly jor 
all employees. Fewer of the repo: t- 
ing hospitals have been paying 
cash for overtime and only 23.8 
per cent are furnishing con- 
plete maintenance for general duty 
nurses compared to 35.7 per cent 
of the reporting hospitals in 1948, 
Last year 4.9 per cent of the re- 
porting hospitals furnished nurses’ 
uniforms; this year 4.2 per cent 
offered that service. 

Percentagewise, however, gen- 
eral duty nurses have _ suffered 
fewer cutbacks than other em- 
ployees. Of the hospitals report- 
ing, 37.8 per cent offered extra pay 
this year to practical nurses for the 
night shift. This contrasts rather 
sharply with last year’s 68.3 per 
cent, but it represents the greatest 
disparity among all comparative 
categories in the survey. The aver- 
age hospital employee other than 
the general duty nurse found his 
chances for automatic salary in- 
creases diminishing and had fewer 
opportunities to be paid cash for 
overtime work. 

Réporting hospitals signed fewer 
labor contracts with employees 
this year than in 1948. Of the 2,479 
reporting hospitals, only 81 (3.2 
per cent) made written agree- 
ments. Last year 4 per cent of the 
reporting hospitals had signed con- 
tracts. In both years hospitals sign- 
ing labor contracts mainly were 
concentrated in the Pacific and 
West North Central regions. The 
largest number of general duty 
nurses covered by contracts still 
were concentrated in Minnesota 
(1,130), California (677) and 
Washington (303). 











SAL LULL LARK 


General duty nurses 
Untrained women 
Untrained men 
Clerks . 


Practical nurses 


Trends in hospital salaries 


Average gross monthly beginning salary 
1946 1947 1948 1949 
$172 $187 $204 $213 
102 107 119 123 
117 123 136 140 
122 130 140 146 
125 132 145 148 


Data for 1946-1949 do not include federal hospitals; 1945 data include 11 federal 


hospitals. 
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Preliminaries to founding 


a hospital auxiliary 


This is a list of do’s and don’t’s 
behind one successful project 


FRED J. PICKNELL 


N THESE rather difficult days, 

with indications of even more 
strenuous times ahead, hospitals 
should avail themselves of every 
possible source of assistance in the 
locality which they serve. Some 
hospitals may be overlooking a 
most vital factor in the welfare 
and success of their institution— 
namely, a well organized women’s 
auxiliary. 

Although Monroe Hospital was 
organized in 1920 and has served 
the surrounding community con- 
tinously since its organization it 
never had availed itself of the as- 
sistance of any kind of an organ- 
ized women’s group. When I 
assumed the administrative duties 
I sensed the need of a strong 
women’s auxiliary and realized 
that we were neglecting to tap a 
great source of service which 
would be ours only for the asking. 

Services rendered by auxiliary 
workers, when organized, are of 
great value to hospitals. The fields 
of enterprise of any and all hos- 
pital auxiliaries are so many in 
number and so far reaching that it 
is almost impossible to give a com- 
plete outline of their activities. 

Under present-day business 
pressure, the average hospital ad- 
ministrator may believe he has 
little time to devote to affiliating 
groups. Once a survey of the pos- 
sibilities is made, however, and 
arrayed against results achieved by 
other hospital auxiliaries, the self- 
accusing question is asked, “Why 
have I waited so long?” 


SS 


Mr. Picknell is administrator of Monroe 
(Mich.) Hospital. 
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For unlimited service throughout 
all departments, as well as for 
monetary benefits, it will pay all 
hospital executives to consider the 
possibilities of service which aux- 
iliaries can render in many situa- 
tions, such as a shortage of nurs- 
ing personnel, institutional labor 
uprisings, hostess or receptioness 
service, the savings in labor ex- 
penses and the savings in the pro- 
cessing and manufacture of band- 
ages, binders, garment repairs and 
other items. Another important 
consideration is the supply of cash 
that may be made available for 
purchase of expensive _ service 
equipment or patient room fur- 
nishings. 


EMERGENCY VALUE 


A volunteer group properly 
trained in all fields of hospital op- 
erations can be called at a mo- 
ment’s notice in the event of an 
emergency. The labor incident at 
Detroit’s Harper Hospital is a 
dramatic example of the aux- 
iliaries’ real worth in continuing 
patient service in spite of labor 
interferences. 

The suggested ideas may be in- 
corporated, with adjustments, to 
local needs if it is found desirable 
to present a sales talk as a step 
toward auxiliary organization. 

In most cases, as it was in our 
own experience, persuasion for 
organization is not necessary. On 
the contrary, it is most likely that 
restraints on unorganized enthusi- 
asm may be more in order. 

It is suggested, before calling a 
meeting, that the administrator 


take an inventory of his sphere of 
operations. Sphere, in this instance, 
includes radius of action of the 
hospital, population, and interest 
and willingness of the women of 
the area to participate. 


THE FIRST MEETING 


Whatever the prevailing atmos- 
phere, the first meeting of any 
auxiliary must be outlined defin- 
itely and precisely as to “whys” 
and “hows” or the project may be 
defeated before it is really begun. 

On calling the first meeting, the 
administrator should never antici- 
pate or attempt to force a con- 
clusive program. The following 
outline covers definite experiences 
which we encountered. These had 
to be thoroughly discussed for 
complete understanding. 

1. For smoother operations, it is 
suggested that the hospital admin- 
istrator assume temporary leader- 
ship of the first meeting. After 
presenting his story, he should se- 
lect as a temporary chairman the 
person who shows the best prom- 
ise of leadership. This person can 
be detected easily by the questions, 
and their implications, which are 
directed to the chair. If the admin- 
istrator is fortunate enough to 
have someone who shows avid in- 
terest in advance of the first meet- 
ing, it might be wise to suggest or 
offer to her the temporary chair- 
manship. A like procedure may be 
followed in the selection of a 
temporary recording secretary. 
The administrator should never at- 
tempt to dictate proposals of “‘do’s’’ 
or “don’t’s” unless this has been 
suggested by the group. 

2. The administrator should be 
prepared to submit, after proper 
clearances of the temporary chair- 
man and secretary, model copies of 
rules and by-laws. This is neces- 
sary if there is to be understanding 
between the auxiliary and govern- 
ing board. A copy of suggested 
models, according to size of in- 
stitution, may be studied in 
“Hospital Organization and Man- 
agement,” by Dr. Malcolm T. 
MacEachern. With modifications, 
deletions or insertions the models 
may be made to comply with the 
local situation. 

3. There should be no attempt to 
force a conclusive program, for 
embodied in the rules and by- 
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laws will be phrases, sections and 
paragraphs which may conflict 
with administration policies, or, if 
the group is church-sponsored, de- 
nominational policies. The coop- 
eration of all factions is needed, 
even though the hospital govern- 
ing board has the final decision 
on adoption. 

The expression “church-sponr 
sored” is used to suggest consul- 
tation with all associated church 
pastors for sectarian restrictions 
governing monetary and _ social 
policies. This may have reference 
to bazaars, teas, dances, card par- 
ties, or fixed prices for sales of 
tickets, bids or items of merchan- 
dise. To overlook or ignore church 
pastors is another invitation to 
defeat. 

For best results, it is suggested 
that the time of the first few meet- 
ings never be prolonged. The ad- 
ministrator must be prepared to 
present a brief, precise agenda. 

During the first meeting it is 
good procedure to confer with the 
temporary officers about proper 
timing of future meetings of the 
organization. (perhaps 30 days 


apart) and the selection of addi- 


tional co-chairmen. 


RULES AND BY-LAWS 

The first consideration for or- 
ganization is a rules and by-laws 
council group (not committee) of 
at least five persons, headed by a 
rules and by-laws co-chairman. 
The temporary chairman of the 
auxiliary should serve as an ex- 
officio member of the council 
group. The administrator should 
have additional copies of model 
rules and by-laws for distribution 
to members of the council and sug- 
gest to the rules and by-laws co- 
chairman that she call a meeting 
of her group for study and possible 
alterations of the submitted model 
within two days. 

Second, the council should be 
prepared to devote the entire time 
of the second and possibly the 
third regular auxiliary meetings 
to discussion of rules and by-laws. 
Time will not be wasted, for good 
governing policies are worth time 
and thought. The administrator 
should have sufficient copies for 
distribution among the assemblage, 
and the group members should 
discuss the rules and by-laws sec- 
tion by section and article by ar- 
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ticle, and then rewrite them as 
they see fit. It is to be fully un- 
derstood by all participants and 
group members that the rules and 
by-laws will have to be approved 
by the board of trustees of the hos- 
pital before the draft can be finally 
adopted. 

Following are additional points 
that warrant careful consideration 
for a strong and effective auxiliary: 

1. Membership eligibility: The 
auxiliary should not restrict mem- 
bership through a “closed organi- 
zation” or by limitations on the 
privileges of membership. It is well 
to remember that there are wives 
of staff doctors as well as other 
well-qualified leading ladies who 
would be willing to serve and who 
are deserving of equal participa- 
tion and privileges of membership. 
By recognizing an “open organiza- 
tion” a great many members may 
be enrolled, thereby providing the 
auxiliary with a larger working 
force, eliminating a “let-George- 
do it” attitude, and bringing about 
more successful results from pro- 
posed projects. 

2. Attendance required for ac- 
tion: Many new organizations cre- 
ate weak governing structures by 
establishing improper quorum 
numbers or percentages of attend- 
ance. For an instrument of govern- 
ment strong enough to cover prop- 
erly all questions of operation, it is 
suggested that there be no less than 
one-third of the membership as a 
recognized quorum for legal ac- 
tion on administrative issues. 

3. Adequate coverage: Another 
point to consider in drafting of 
rules and by-laws is the extent of 
the territory involved. Urban hos- 
pitals do not cover so extensive a 
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Correction 


In a review of recommenda- 
tions for polio care published in 
HOSPITALS for September, a typo- 
graphical omission reversed the 
meaning of an important state- 
ment. Under the subtitle “Care at 
home,” on page 40, the second 
paragraph should have read: “‘Ad- 


‘mission to or care in a hospital for 


isolation purposes only is not us- 
ually indicated.’”’—THE EDITORS. 














therefore fewer miles are traveled, 
A smaller, more easily govern-d 
group is the result. 

For rural districts it is often 
found necessary, as in our particu- 
lar instance, to create a court of 
representatives. This body is an 
assemblage of representatives from 
outlying districts and acts as a 
clearing house for ideas and pro- 
posed projects conceived by mem- 
ber groups from those districts. In 
our auxiliary a whole county is 
involved, by virtue of associated 
outlying churches, and this makes 
distances a definite handicap for 
some members. Delegates from 
outlying groups are selected by 
popular vote within their respec- 
tive groups and are usually ex- 
pected to serve for one year. Lim- 
itations on the number of terms 
and years a representative may 
serve are strongly recommended. 


EFFECTING THE PROGRAM 


The third and final phase of aux- 
iliary organization is the adoption 
of rules and by-laws, election of 
officers and appointment of com- 
mittee chairmen. Complete and 
final adoption of rules and by-laws 
may take several meetings of dis- 
cussion and debate. It is well not 
to force hasty adoption of rules 
and by-laws by either auxiliary or 
governing board. This may lead 
to controversies, misunderstand- 
ings, or complete abandonment of 
the project, and a loss of institu- 
tional assistance. 

For a complete, competent and 
continuously working group after 
the organization has been com- 
pleted, the auxiliary should be di- 
vided into separate project groups. 
Some suggested projects for a 
well-rounded program are: Host- 
esses or receptionists for visiting 
hours, a circulating library, a sew- 
ing and mending ‘group, nurse 
aides, a gift shop, social service 
workers, public relations, building 
and grounds equipment (under 
advisement of hospital adminis- 
trator) and soliciting merchants 
for congratulatory layettes. 

It will be impossible to institute 
all of these at one time. We have 
found it convenient to work as an 
entire unit on one project at a 
time and see to it that each project 
is well begun before moving on. 
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The national clinical center for 


HE RECOGNITION of chronic dis- 

éases aS a major public health 
problem has emphasized the need 
for a coordinated research pro- 
gram in long term illnesses. These 
are now the greatest causes of 
disability and death in our popu- 
lation. With advances in the 
prevention and treatment of com- 
municable disease and with the 
increasing number of aged persons 
—among whom chronic disease is 
most prevalent—we are confronted 
with an urgent need for more 
knowledge in the prevention and 
control of chronic illnesses. 

The National Institutes of Health, 
the. research arm of the Public 
Health Service, Federal Security 
Agency, conducts laboratory re- 
search in nearly all fields of med- 
ical science. Its clinical center now 
under construction will provide not 
only necessary additional labora- 
tory facilities, but will furnish 
clinical facilities for the National 
Cancer Institute, National Heart 
Institute, National Institute of 
Mental Health, Experimental Bi- 
ology and Medicine Institute, Mi- 
crobiological Institute and National 
Institute of Dental Research as 
well. Thus, the clinical center will 
be a broad step toward conquer- 
ing chronic diseases in the United 
States. 

General medical facilities in the 
clinical center will provide for the 
investigation and treatment of 
certain patients from everywhere 
in the nation affected with cancer, 
heart disease, metabolic diseases, 
mental diseases and infectious and 
tropical diseases. The Research 
Facilities Planning Committee of 
the National Institutes of Health, 
responsible for the development of 
the building program, now is con- 
ducting a series of special studies 
which include planning for: (1) 
Psychiatric care and research, (2) 


_—_- 


: Dr. Masur is director of the clinical cen- 

fer. National Institutes of Health, Public 
€alth Service, Federal Security Agency, 

and Mr. Thompson is chief of the hospital 

Beton, Public Buildings Administration, 
€neral Services Administration. 
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chronic disease research 


JACK MASUR, M.D. AND N. P. THOMPSON, A.1I.A. 


facilities for metabolic studies, (3) 
scientific libraries, (4) design of 
chemical fume hoods in laboratory 
planning in air conditioned build- 
ings, (5) development of central- 
ized services (glassware washing, 
cage cleaning, photography and 
bacteriological media prepara- 
tion), (6) breeding and care of 
experimental animals, (7) en- 
vironmental sanitation (air condi- 
tioning, lighting, safety features, 
equipment for food preparation 
and food service). 

Authorization by the United 
States Congress for the expansion 
of the facilities for intramural re- 
search programs of the National 
Institutes of Health provided for 
the acquisition of an additional 213 
acres of land adjacent to the pres- 
ent 90-acre site at Bethesda, Md., a 
community which is about seven 
miles north of Washington, D.C. 

In the basic planning the Pub- 
lic Health Service and the Public 
Buildings Administration sought to 
design a laboratory-hospital build- 
ing which would provide twice as 
much space for research labora- 
tories as for direct care of patients; 


OME SF 8 3 - " Cn aah 


THE CLINICAL center will be a 14-story 


structure combining hospital and research 
facilities. Artist's perspectives show the 
south view (top) and the northern exposure. 


afford proximity of scientific in- 
vestigators and clinicians for free 
interchange of ideas and knowl- 
edge; localize the basic science and 
clinical research laboratories and 
nursing units for one disease cate- 
gory on each floor for a coordi- 
nated team approach. 

The most desired elements were 
utility and flexibility to meet the 
ever-changing requirements of 
laboratory research, patient care 
and administrative practices. 

The clinical center will be an 
air conditioned building designed 
in approximately the shape of a 
Lorraine cross. The central stem 
utilizes a modified two-corridor or 
three-function plan, locating all 
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PLANS for the National Institutes of Health include not only the new clinical center (right) but a group of service and auxiliary 


buildings shown at the upper left. Existing buildings, center foreground, were designed as the nucleus of a large-scale program. 





patients’ rooms on the south side, 
the nursing service units in the 
center, and all clinical investiga- 
tion laboratories on the north side. 
The head house is flanked by six 
wings containing the basic science 
laboratories. 

Architectural pattern, placement 
of passenger and freight elevator 
banks, centralization of certain 
hospital and laboratory service de- 
partments, installation of dumb- 
waiter pneumatic tube systems and 
location of auxiliary service build- 
ings connected by an underground 
tunnel were determined by im- 
portant considerations of vertical 
and horizontal traffic flow for (1) 
“unity with diversity,” (2) flexi- 
bility in the use of space, and (3) 
efficiency of operation and con- 
venience for personnel. 

To guide initial program plan- 
ning, the provisional allocation of 
bed complements and laboratory 


modules (12 ft x 20 ft.), follows: 
Beds_ Labs 
National Institute of 
Mental Health ........ 150 215 
National Cancer 


Ur) Ce 125 270 
National Heart 
a eee 100 246 


Experimental Biology 

and Medicine 

Institute 

(Metabolic 

diseases) _ ................ 75 160 
Microbiological 

Institute 

(Infectious and 

tropical diseases).... 50 88 


Other major assignments of 
space for general service functions 
include: 
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1. Routine 
laboratories 

. Physical 
medicine and 
rehabilitation 46 modules 


3. Scientific 


38 modules 


i) 


library 69 modules 
4. Surgical 
suite one-half tenth 
floor, central 
stem 
5. Diagnostic 
and x-ray 
department one-half sixth 
floor, central 
stem 
6. Radiation Eight-story 
wing 
7. Dental 
services 38 modules 
8. General 
pathology 30 modules 


There also are space allocations 
for outpatient and administrative 
departments and central services. 

The bed capacity of the clinical 
center will be 500 and the number 
of research laboratory modules 
(12 ft. x 20 ft.) approximately 
1,000, exclusive of modules as- 
signed to routine diagnostic and 
treatment facilities and ancillary 
services. 

In addition to the clinical center, 
the present construction program 
of the National Institutes of Health 
includes the following auxiliary 
service buildings: Temporary ra- 
dioactive facilities building (now 
under construction); utility build- 
ing (now under construction); 
power plant; shops, laundry and 
storage building; animal breeding 
building and animal feed building; 
grounds maintenance building and 









underground storage vaults for 
combustibles. 

A guiding consideration in the 
plan has been the location of serv- 
ice functions such as power and 
utilities, storage, maintenance 
shops, and laundry outside the 
clinical center building. This ar- 
rangement makes possible the 
maximum utilization of the more 
expensive type of construction or 
laboratory and patient care func- 
tions. 

The major service buildings are 
connected with the clinical center 
by a nine-foot tunnel for utility 
lines and an adjacent nine-foot 
tunnel for transportation of sup- 
plies and refuse, exclusive of a 
2 ft. 4 in. sidewalk for pedestrians. 

The entire project is scheduled 
for completion in July 1952. 


CLINICAL FACILITIES 


Many of the standard ratios for 
general hospital design were nec- 
essarily modified because the cate- 
gories of disease to be admitted 
to the clinical center involve long- 
term illness, including psychiatric 
and infectious and tropical diseas- 
es. The primary purpose of the 
center, moreover, is for scientific 
investigation as well as treatment. 
In addition to all of the resources 
and equipment of a modern gen- 
eral hospital, an institution for the 
care of chronic disease should in- 
clude accommodations for special 
emphasis on ancillary . services 
such as medical and psychiatric 
social work, public health nursing, 
physical medicine and rehabilita- 
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tion, diversional and recreational 
therapy and religious ministry for 
all faiths. The chapel, an impor- 
tant feature of the center, has a 
revolving interchangable altar 
which will provide religious serv- 
ices for all faiths. 

Patients’ facilities: The patients’ 
rooms and nursing services of the 
center are arranged to provide 
maximum comfort to the sick and 
working convenience to the nurs- 
ing staff. The planners have had 
to consider the probability that the 
ratios of bed-bound, semi-ambula- 
tory and ambulatory patients will 
vary greatly, depending on the 
stages of certain diseases under 
study at different periods. 

The typical nursing unit on the 
east half and west half of the main 
stem, is in close physical relation- 
ship to the clinical investigation 
area on the north side. In each 
nursing unit, there are 13 two-bed 
rooms on the south side, with serv- 
ice units in the middle row of 
rooms. With exception of the floor 
serving pantry, which accommo- 
dates both nursing units on each 
floor, the middle row nursing serv- 
ice rooms are identical in both east 
and west nursing units. 

The service rooms for every 
nursing unit of 26 patients include: 

A. Patients’ dining room with a 
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a total capacity of 16 patients. 

B. Treatment rooms, including 
small laboratory bench for on-the- 
spot simple laboratory tests. 

C. Small office for use by charge 
nurse, dietitian or social worker. 

D. Nursing station (with sep- 
arate medication room), including 
pneumatic tube station and single 
panel board for nurses’ call lights, 
soft audible doctors’ call system, 
pre-signal fire alarm chimes and 
signal light and dumbwaiter signal 
light. 

E. Utility room. 

F. Flower room. 

G. Linen room (for special truck 
with shelves). 

H. Passage to clinical research 
laboratories. 

I. Nurses’ rest room. 

‘J. Stretcher and wheel chair 
room. 

K. Janitor’s 
room. 

L. Trash chute. 

M. Linen chute (with adjacent 
mechanical washing machine for 
badly soiled linen). 

The floor serving pantry in the 
east nursing unit, is 17 ft. x 34 ft. 
It is furnished with considerable 
mechanical equipment for rapid 
assembly of food trays from elec- 
tric heated food carts (sent from 
main kitchen via special elevator) 
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and prompt delivery to 52 patients. 
Each pantry also includes a gar- 
bage grinder disposal unit, pre- 
rinse double sink and two-tank 
mechanical dishwasher. 

Corridors are eight feet wide 
with 4 ft. 6 in. tile dado, flush with 
plaster, and five-inch terrazzo 
base. There is a metal handrail 
(36 inches high) on both sides of 
the corridor for the convenience of 
semi-ambulatory patients. Re- 
cessed fire hose and extinguisher 
cabinets are located at 100-foot 
intervals and are identifiable from 
a distance by a light colored tile 
marker in the floor. 

The corridor ceilings (sus- 
pended, height 9 ft., 6 in.) are 
treated with prefabricated acoustic 
tile. Illumination is furnished 
by hanging metal indirect incan- 
descent light fixtures, in the 
patient areas. Drinking fountains, 
with centrally supplied chilled 
water, are located in each nursing 
unit and at wing crossings. 

Typical patient's room: The typical 
patient’s room is 17 ft. x 11 ft. 6 in., 
designed to accommodate two beds. 
Construction details include an 
aluminum frame window 4 ft. 6 in. 
x 5 ft., asphalt tile floor, plaster 
walls painted in pastel shades, ter- 
razzo base, plaster ceiling and steel 
doors four feet wide. , 
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TYPICAL FLOOR PLAN 
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FLEXIBILITY combined with functional layout will make the clinical center ideal for research laboratories. Space will be allotted 
according to the requirements of each research group. Equipment and furnishings will be standardized for efficiency and economy. 
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The room is air conditioned. It 
contains a lavatory wash basin 
with mirror and two small lockers 
for clothes. Cubicle curtains and 
outlets for centralized oxygen and 
vacuum, electricity, telephone, ra- 
dio, public address and nurses’ call 
are available for each bed. A con- 
duit for the future installation of 
central television reception has 
been provided. Indirect illumina- 
tion will be furnished by a stand- 
ing lamp with inverted bulb bowl. 


There is no overhead lighting fix- 
ture, although a concealed outlet 
has been built into the ceiling for 
future use, if necessary. A night 
light is situated on the far wall 18 
inches from the floor. An improved 
reading lamp for attachment to 
the wall or head bedpost now is 
being designed. 

Inasmuch as many patients will 
be ambulatory or semi-ambula- 
tory at different periods of study 
and treatment, a variety of beds 
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PATIENTS’ rooms 
in the center will 
accommodate two 
beds and include 
toilet facilities as 
well as locker space 
for clothes. Each 
room will be air 
conditioned and 
equipped with oxy- 
gen, vacuum, tele- 
phone, radio, pyblic 
address and nurse 
call outlets. A con- 
duit for the future 
installation of cen- 








tral television recep- 








tion also will be 











available. 



























will be available for each floor. 
Moreover, several types of highly 
mobile beds for easy transporta- 
tion of bed-bound patients will be 
given pilot study during the con- 
struction of the clinical center. The 
width of the doors of bedrooms 
and clinical research laboratorics 
and elevator entrances are dictated 
by the greater-than-normal traffic 
involving beds, stretchers and sci- 
entific apparatus in a research 
institution. 

Adjacent to each patient’s room 
will be a bathroom containing a 
bathtub and showerhead, toilet, 
bedpan washing hose and storage 
rack. A metal pull-up bar and 
emergency nurses’ call bell are 
provided beside the toilet seat for 


the semi-ambulatory patient. A 


safety bar is to be provided on the 
wall over the bathtub. The exhaust 
ventilation duct for the bedroom ‘is 
in the ceiling of the bathroom. 


UTILITY ROOMS 


The utility rooms, centrally lo- 
cated in the middle row of service 
rooms in each nursing unit are 16 
ft. x 17 ft., with separate in and 
out doors. No attempt has been 
made to achieve so-called separa- 
tion between clean and dirty areas. 
It is believed that the size of the 
room and the location of equip- 
ment will encourage separation 
better than subdivision by various 
types of physical barriers. There 
are no bedpan washing facilities in 
the utility rooms, since bedpans are 
cleansed and stored in the toilets 
adjacent to the patients’ rooms. 
Ice cubes for chilled drinks are 
supplied to the nursing staff in the 
floor pantry rather than in the util- 
ity room. 


METABOLIC KITCHENS 


On the west nursing units of the 
seventh, eighth and ninth floors 
there are metabolic kitchens for 
the preparation of special diets in 
nutrition studies (see page 55). 
Another type of metabolic kitchen, 
designed for the north side lab- 
oratory area of the clinical center 
by Dr. Russell Wilder and his as- 
sociates at the Mayo Clinic is being 
considered also. These special food 
service units provide for the most 
meticulous preparation of care- 
fully analyzed food stuffs, beyond 
the degree of accuracy which usu- 
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ally can be handled in the special 
diet kitchens of hospitals. 


INFECTIOUS DISEASE UNIT 


The basic floor plan has been 
modified in one nursing unit of the 
eleventh floor for the care of infec- 
tious disease patients (see page 
56). Each of the 13 rooms is a self- 
sufficient unit which insures max- 
imum protection and efficiency and 
thus permits the concurrent inves- 
tigation and treatment of several 
types of communicable diseases. 
The length of the typical bedroom 
has been reduced from 17 feet to 
15 ft. 1 in. The patient’s lavatory 
has been recessed in the bathroom 
and a shower substituted for the 
tub. 

Personnel in contaminated 
gowns, masks and caps are to be 
restricted to the bedrooms, thus 
reducing the possibility of contam- 
ination of corridors. This plan per- 
mits free use of the corridor for 
normal traffic. A recessed area in 
each patient’s room, fitted with a 
foot control lavatory, facilitates 
aseptic techniques by providing 
hand washing facilities and essen- 
tial supplies (clean gowns, masks 
and caps) in a “clean” area imme- 
diately adjacent to the source of 
contamination. 


NEUROPSYCHIATRIC SERVICE 


The integration of patient care, 
clinical investigation and basic sci- 
ence research in neuropsychiatry 
with other disease categories is a 
significant feature of the compre- 
hensive program of the National 
Institutes of Health. The 150 beds 
and 215 laboratory modules as- 
signed to the intramural program 
of the National Institute of Mental 
Health represent the greatest allo- 
cation of space among the six in- 
stitutes within the new clinical 
center. 

The planning of the second 
through the fifth floors provides 
accommodations for psychiatric pa- 
tients ranging from the seriously 
disturbed to those with minor 
emotional disorders. This wide 
range is necessary because the pro- 
posed research program covers all 
psychiatric and neurologic condi- 
tions. 

The patients’ facilities provided 
for the National Institute of Mental 
Health differ from the typical nurs- 
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A REVOLVING interchangeable altar has been designed for the chapel at the center. 
This will provide religious services for all faiths and will contribute to the 
well-being of patients. The altar here is arranged for non-sectarian services, 


ing area previously described as 
follows: 

1. The second, third and fourth 
floor units accommodate an aver- 
age of 16 patients instead of 26. 
The fifth floor conforms to the typ- 
ical plan. The capacity of the bed- 
rooms ranges from one to six pa- 
tients. Four special security rooms 
for disturbed patients are on the 
third floor. These are provided 
with a special light signal and 
intercommunicating systems for 
nursing personnel in case of emer- 
gency. 

2. There is additional day room 
space, with removable partitions 
for flexibility. 

3. Doctors’ office suite is pro- 
vided with examining room, one- 
way mirror screens and recording 
apparatus. 

4. A substation for admitting 
procedures is provided. 

5. A hydrotherapy room with 
continuous flow bath is planned. 

6. Safety glass and brackets for 
installation of safety screens are 
to be used on all windows, except 
the fifth floor. 

7. Outlets in all patient rooms 
will permit microphone hook-up to 
central recording equipment. 

8. A separate key system has 
been provided. 

There also is one room for local 
occupational therapy activities, as 
in the nursing units of other insti- 
tutes. 


The physical relationships of the 
hospital and laboratory units for 
neuropsychiatry offer opportuni- 
ties for conducting multiple re- 
search projects with wide varia- 
tions .in content and techniques. 
The proximity of the patients’ ac- 
commodations and research staff to 
the other categorical services in 
the clinical center promise close 
collaboration among staff members 
in (1) applying the disciplines of 
the biological sciences to neuro- 
psychiatric research and (2) em- 
phasizing the emotional aspects of 
organic illness in cancer, cardiac, 
metabolic, infectious and- tropical 
and dental diseases. 


SURGICAL SUITE 


The surgical suite will occupy 
the west half of the tenth floor of 
the central stem. The 84-foot width 
of the head house afforded an in- 
teresting opportunity for the lay- 
out of the surgical facilities. The 
supporting concrete columns, how- 
ever, were limiting factors in room 
design in some areas. 

There are eight operating rooms, 
two endoscopy rooms, one plaster 
room and one electroencephalo- 
graphic recording room. The aver- 
age operating room is about 18 ft. 
x 20 ft. There are no visitors’ 
bleachers. Scrub-up rooms are ad- 
jacent to each operating room. 
Space has been assigned for a cen- 
tral television projection control 
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room, but rapid developments in 
this field have made it difficult to 
anticipate its ultimate require- 
ments. 

The ventilation, electrical wir- 
ing and equipment, standards for 
movable equipment and specifica- 
tions for conductive terrazzo floors 
conform to the recommendations 
recently issued by the Commit- 
tee on Explosions in Hospital Op- 
erating Rooms of the Public Build- 
ings Administration. 


In an attempt to eliminate the 
maze of wires and suction lines 
which usually clutter the floor 
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around the operating table, a stain- 
less steel monitor box 12 in. x 18 in. 
(with the base six inches above 
the floor), is to be built immedi- 
ately to the left of the anesthe- 
tist’s table in each operating room. 
The underfloor conduits to the 
monitor will carry three electric 
lines (safety plugs), two vacuum 
lines, one sound system line and 
one blank. for eventual hook-up 
for television or various types of 
scientific recording devices. 


Each operating room has an ad- 
joining anesthesia room, approx- 
imately 8 ft. x 10 ft., equipped with 
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FIFTH FLOOR PLAN 


central suction, emergency signal 
to the offices of the chief anesthe- 
tist and surgical supervisor and a 
wall bracket spotlight (for final 
check on the “prep” area). 

The recovery room is about 40 
ft. x 9 ft. with sliding doors to the 
corridor. It is equipped with cen- 
tral oxygen and suction supply and 
an emergency intercommunicating 
system to the office of the surgical 
supervisor. There is an adjacent 
utility room and auxiliary blood 
bank. The surgical suite also con- 
tains the following: 

1. A bank of four dumbwaiters 
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Isotope storage 
Beta chem. lab. 
Anteroom . Dining room 

Ja itur's closet . Dish washer 

Toilet . Serving pantry 
Leckers . Elevators 

Gamma chem. lab. . Recreational therapy 
Tissue extract . Passage 

. Glassware cieaning . Wire closet 

. Beta counting . Dumbwaiters 

. Dressing room . Hydrotherapy 

. Records and monitor . Waiting room 


. Utility room 
. Treatment room 
. Gear room 
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. Vestibule . Lobby 


. Office . Physical therapy 
. Corrective exercise 


. Lab. storage 
. Storage . Closet 
. Service elevator . Linens 


. Nurses’ rest room 37. Employees’ room 


Floor plans designed through combined efforts 
of the Federal Security Agency, Public Health 
Service, and the Federal Works Agency, Public 


Buildings Administration. 
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to the central sterilization and sup- 
ply room and pharmacy. 

2. A setup room with complete 
sterilizer facilities as an alternate 
to central supply service. 

3. Nurses’ work room and sterile 
supply storage. 

4. Locker rooms. 

5. Offices for surgical supervisor, 
chief surgeon and chief anesthetist. 

6. Dictation room for surgeons 
and clerical-stenographic room. 

7. Stretcher alcove and general 
utility room. 

The nearby wings provide lib- 
eral laboratory facilities for imme- 
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diate tissue sections and other ur- 
gent diagnostic procedures. 

The main corridors and lead-off 
corridors are all eight feet wide, 
with acoustic tile ceilings and re- 
cessed fluorescent lights. 


OUTPATIENT DEPARTMENT 


The outpatient department will 
serve follow-up patients, special 
investigative projects for ambula- 
tory patients and the employees’ 
health service. It has been difficult 
to project the anticipated patient 
visit load. An area of approximate- 
ly 14,700 net square feet in the 
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west half of the main floor and the 
adjacent three wings has been as- 
signed for ambulatory patients’ 
services. 

Flexibility in the reallocation of 
space in future years is achieved 
through the use of demountable 
metal partitions. There is a sep- 
arate entrance to the outpatient 
department. The waiting rooms 
have been decentralized and office 
space has been assigned for the 
staff of the social service, nutrition, 
health education and rehabilita- 
tion departments. Special facilities 
for the observation of children at 
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Architectural and 


Consfruction 
Reinforced concrete beam and slab on 


caissons. 


Overall length 
780 ft., with longitudinal axis east-west. 


Width 
Central stem, 84 ft. (floors 2-14). 
Wings, 54 ft. 


Height 
Central stem, 182 ft. 
Wings, 75 ft.-150 ft,; 5 to II stories. 


Size 
1,266,400 square ft. 
16,465,600 cubic ft. 


Exterior 
Red brick, grey mortar joints and lime- 
stone trim, matching present laboratory 
buildings. 


Fenestration 
12-ft. module arrangement. 
Aluminum window frames and sash, case- 
ment type, 4 ft. 6 in. by 5 ft., swinging in 
(for cleaning only since entire building is 
air conditioned). 


Roofs 
Flat, with built-up composition roofing. 
Sun decks are of promenade tile. 


Floors 
Weight bearing load: General, 90 Ibs.; 
special, 150 Ibs. 
Patient area: Asphalt tile. 
Operating rooms: Conductive terrazzo 
(cement carbon matrix or magnesium oxy- 
chloride matrix). 
Kitchens: Quarry tile. 
Lobbies: Terrazzo and wood. 


Partitions 
Patient area: 4-in. terra cotta, plaster. 
Laboratories: See below. 
Public toilets and locker rooms: Ceiling 
hung steel, porcelain enamel. 


Corridors 
Width: 8 ft. 
Wainscot 4 ft. 6 in. tile; 5-in. terrazzo 
base. 
Asphalt tile floor. 
Acoustic tile ceilings with suspended fix- 
tures, incandescent lighting. 


Ceilings 
Patient area: 9 ft. 6° in., suspended, 
plaster. ; 
Waiting rooms, offices, corridors: Acoustic 


tile. 


Elevators 
Signal operated (with optional manual 
operation at night). ; 
Passenger: 8 cars; doors 3 ft. 10 in. wide: 
speed, 600 ft. per minute. 
Service: (one food service); doors 4 ft. 
6 in. wide; speed, 600 ft. per minute; one 
in radiation wing. 
Freight: 6 cars; doors 5 ft.-7 ft. wide; 
speed, 400 ft. per minute; load, 8,000 Ibs. 


Dumbwaiters 
Bank of 4. 
Car size: 2 ft. 10 in. by 3 ft. 
Speed: 400 ft. per minute. 
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Engineering Data 


Load: 300 Ibs. 

Signal lights at nurses’ station. Three 
dumbwaiters operated via central station; 
one operated via ''call and send." 


Pneumatic tube system 
Constant running. 
Vacuum type incorporating twin tube and 
independent lines. 
57 substations. 
Carrier container: 14 in. by 2.75 in. 


Fire protection 
Fireproof materials throughout. 
Sprinklers: laundry chutes and laundry col- 
lection rooms; trash chutes; stage of audi- 
torium. 
Fire alarm system, including chime and 
light signals at nurses’ station. 
Fire detection unit thermostat (or pneu- 
matic tube) system in all laboratories. 
Watchman's report system. 
Fire squad. 


Clock system 
Electrical: Minute impulse type, central 
control. 


Housecleaning vacuum system 
Capacity of 22 sweepers operating simul- 
taneously. Vacuum inlets at 50 ft. intervals 
in all corridors. 


Emergency electrical power system 
For lighting of (1) corridors and exits and 
(2) operating rooms; for current to (1) 
five elevators and (2) fire alarm system 
and (3) central oxygen system alarm. 


Typical laboratory 
Module: 12 ft. by 20 ft. 
Floor: Grease-proof asphalt tile. 
Partitions: Metal demountable including 
wainscot for exterior wall. 
Ceiling: Unfinished concrete; height, || 
ft. 6 in. 
Doors: 3 ft., plus | in. panel, steel. 
Windows: Aluminum, 4 ft. 6 in. by 5 ft. 
Lighting: Fluorescent, direct; 40-ft.-can- 
dles illumination at bench top. 
Automatic fire detection system. 


Air conditioning 

Building completely air conditioned. Heat- 
ing and cooling tower equipment located 
in power plant; steam, hot water and 
chilled water lines run via tunnel to clin- 
ical center. High pressure air duct method 
of air conditioning used throughout ex- 
cept in middle row nursing service rooms 
of central stem which use low pressure 
ducts. Enclosed window air conditioning 
units temper heated (or cooled) air from 
high pressure ducts by hot or chilled wa- 
ter in secondary coils in units. Laborato- 
ties and bedrooms furnished with 2.5 fresh 
air changes per hour. No recirculation of 
spent conditioned air. Window units en- 
train secondary air from room and pro- 
duce 10 to 12 air turnovers per hour. Pa- 
tients’ rooms equipped with electric 
thermostat controls. Laboratories equipped 
with pneumatic thermostat controls. 


Cost 
$1.80 per cubic foot (estimated). Sub- 
structure and superstructure contracts in- 
dicate cost will be within this estimate. 
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play have been installed for the 
National Institute of Mental Health. 


DIAGNOSTIC X-RAY 


The diagnostic x-ray department 
will occupy the east half of the 
eighth floor, an area of about 14,- 
000 square feet. Here, too, the 84- 
foot width of the main stem of the 
building offers an unusual oppor- 
tunity to utilize a two-corridor 
plan. The central row of rooms has 
been designed for dark rooms, de- 
veloping and drying mechanical 
equipment, viewing rooms (wet 
film viewing, departmental staff 
reading and dictating room, and 
hospital staff auxiliary viewing 
rooms), current film filing’ and 
clerical stenographic room. The 
pneumatic tube system will convey 
small x-ray films to all parts of the 
building. Liberal provision has 
been made for offices for the full- 
time staff and for separate waiting 
rooms for stretcher cases, ambu- 
latory inpatients and outpatients. 

The department is planned for 
an estimated load of 150 cases per 
day, with due consideration for the 
more time-consuming types of ex- 
aminations in clinical research pro- 
grams. For example, the cardio- 
vascular unit includes provision 
for angiocardiography, cardiac 
catheterization and electrokymog- 
raphy. 

One operating room within the 
x-ray department is equipped for 
cystoscopic examinations, another 
operating room is planned for ven- 
triculography. Space also has been 
allocated at the lateral-most por- 
tion next to the wing laboratories 
for animal radiographic studies. 

Extensive storage space for x- 
ray films has been allocated in one 
sub-basement wing. 

With the exception of one x-ray 
apparatus adjacent to the autopsy 
room, a photofluorographic unit in 
the outpatient department and 
small dental units, all diagnostic 
radiological equipment is central- 
ized in the diagnostic x-ray de- 
partment. Electrical outlets for mo- 
bile x-ray apparatus are provided 
in all nursing units and in one 
surgical suite operating room. 


PHYSICAL MEDICINE 


Physical therapy: The physical 
therapy division of the department 
of physical medicine occupies the 


fifth floor of one wing, an area of 
about 5,700 net square feet. Pro- 
vision is made for all therapy mod- 
alities (including electricity, light, 
heat and water), corrective exer- 
cises, physicians’ office space and 
examination rooms, waiting rooms, 
linen rooms, lockers and _ toilets. 
The hydrotherapy section also in- 
cludes two sunken baths, approx- 
imately 8 ft. x 4 ft., equipped with 
a water agitation device and therm- 
ostatic .controls, for the treatment 
of rheumatism and various types 
of muscle paralyses. Two typical 
laboratory modules are included 
for research in the effects of 
physical agents. These will con- 
tain special equipment such as 
a plethysmograph, spirometer, vi- 
tal capacity apparatus, self-record- 
ing thermocouples and dermamo- 
meter. 

On the roof above the division 
of physical therapy will be an en- 
closed sundeck for heliotherapy. 

On the second, third and fourth 
floor nursing units, to be occupied 
by neuropsychiatric patients, there 
will be two rooms approximately 
12 ft. x 17 ft., for continuous flow 
baths for disturbed patients. 

Occupational therapy: The occu- 
pational therapy division of the 
department of physical medicine 
occupies one wing floor, approx- 
imately 5,300 net square feet in the 
same wing and immediately be- 
neath the physical therapy service. 
Metal demountable partitions will 
permit the size of rooms to be ad- 
justed for various forms of occu- 
pational therapy. 

In addition, some decentraliza- 
tion of occupational therapy is pos- 
sible through assignment of one 
room in most nursing units in the 
central stem for group work by the 
visiting occupational therapist. 


RADIATION WING 


The activities of the radiation 
wing will represent one of the most 
important parts of the clinical cen- 
ter program. Research will be con- 
ducted to extend the knowledge of 
the biologic effects of ionizing rad- 
iations. It also will expand the 
usefulness of radiation therapy 
(external as well as internal) and 
improve the use of radioactive iso- 
topes as diagnostic tools (e.g., the 
use of “tracers” in metabolic in- 
vestigations). 
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19. Table 

- Bulk food cart 14. She!ves 20. Coffee maker 

. Plate Cover dispenser 15. Patients’ tray cart 21. Plate dispenser 
. Bowl-dish dispenser 16. Refrigerator 22. 





. Counter; cabinet 
. Soiled dish table 
. Clean dish table 


Table . Dishwashing machine 


17. Table 23. Toaster » Sin 


. Tray dispenser 18. Cup-pot dispenser 24. Refrigerator 


. Shelf 
. Garbage grinder 


KITCHENS will be located on floors two to five and seven to 13, inclusive, and will provide space for the most modern of equipment. 
This plan shows the large working areas and ample storage space provided for housekeeping supplies, utensils and dish dispensers. 


There is urgent need for more 
fundamental radiobiologic research 
with high energy radiations by 
teams of investigators represent- 
ing many scientific specialties such 
as physics, biochemistry, physiol- 
ogy, pathology and genetics. More- 
over, there appear to be many 
promising avenues of clinical re- 
search in high energy radiations 
which may yield better results in 
radiotherapy. 

One entire wing, extending three 
stories under the ground and five 
stories above ground, has been 
built for the investigation and 
diagnostic and therapeutic appli- 
cation of ionizing radiations. The 
eight floors provide an area of 35,- 
000 square feet of working space. 
Extraordinary precautions must be 
exercised in the use of radiations 
in the multimillion volt range and 
in the handling of all radioactive 
substances, especially in hospitals. 
For this reason the design and con- 
struction of this portion of the 
clinical center has raised many 
difficulties and complicated prob- 
lems of shielding, ventilating, 
plumbing, laboratory equipment 
and floor surfaces. 
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All available data have been ap- 
plied to insure the greatest pos- 
sible safety for personnel and pa- 
tients. Many items such as dishes, 
clothing, cages and instruments 
cannot be serviced through central 
facilities and must be handled in 
the radiation wing, creating un- 
avoidable duplication of equipment 
because of the hazards involved. 
As in all radiation installations, 
the rigid enforcement of safety 
regulations will be the responsi- 
bility of specially trained health 
personnel assigned to duty on each 
floor. 

Lower floors are devoted to ap- 
paratus and laboratories for exter- 
nal radiation. The equipment will 
include six standard 250 KV x-ray 
apparatuses for radiotherapy; ‘a 
50-million electron volt synchro- 
ton or induction accelerator for the 
study of high energy x-ray and 
electron therapy; two electrostatic 
generators of two million electron 
volts for the development of new 
techniques with highly penetrating 
x-ray beams. 

There also will be a 12-million 
volt electrostatic generator for ex- 
perimental research and therapy 









































SERVICE KITCHEN UNIT C 
dad AND 3rd FLOORS 


Patients’ tray cart 
Bulk food cart 
Griddie 

Coffee maker 
Toaster 

Refrigerator 

Clean dish table 
Soiled dish table 
Dishwashing machine 
Garbage grinder 

. Counter, sink and cabinets 


=S. enema 


SERVICE kitchens for floors two and three 
are furnished with mechanical equipment for 
rapid assembly of food trays. Dishwashers 
and a garbage grinder unit are provided. 
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with radiations such as neutrons, 
protons, deuterons and electrons. 
The machine will be especially val- 
uable because it is one of the “work 
horses” of the radiation laboratory 
and because with it rigid control of 
irradiation conditions are possible. 
This Van de Graaf accelerator is 
also extremely useful for produc- 
ing shortlived radioisotopes for es- 
sential studies of the effect of 
radioactive materials on living 
things. 

The upper floors of the wing are 
devoted to laboratories and 22 bed- 
rooms (for patients temporarily 
transferred from other nursing 
units) for internal radiation stud- 
ies. There are also separate facil- 
ities for animal quarters. Some 
special laboratories in the radia- 
tion wing are to be utilized for 
preparation of medications con- 
taining radioisotopes and_ their 
subsequent extraction, purification 
and chemical analysis from excre- 
tions of patients and animals and 
from animal tissues. Similarly, 
these facilities provide for physical 
measurement of radioactivity in 
substances before administration 
and after excretion. 

It is the group judgment of the 
radiation specialists and consult- 
ants of the National Institutes of 
Health that at the present stage of 
knowledge, the prudent application 
of most radioactive materials such 
as radioisotopes requires special 
facilities for patients and should 
not be used in the general patient 
areas of the clinical center. 


TYPICAL LABORATORY AREAS 


The six wings and north side of 
the central stem afford labora- 
tory space twice that assigned for 
clinical care. The ever-changing 
demands of research programs 
make flexibility the paramount 
consideration in the planning, con- 
struction and management of lab-. 
oratories. The individual rooms in 
the laboratory areas are readily 
interchangeable as animal rooms, 
offices, laboratory units for chem- 
istry, physics and bacteriology. 
The design of the clinical center 
laboratories is on the module (12 
ft.) principle. A wide range of 
adaptability is thus possible 
through availability of grouped 
service line outlets at regular in- 
tervals in all wings and on the 
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METABOLIC KITCHEN UNIT F 
7th, 8th AND 9th FLOORS 
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METABOLIC KITCHEN (WILDER TYPE) 
8th AND 9th FLOORS 


















TWO types of metabolic kitchens are being 
considered for the preparation of special 
diets in nutrition studies. Dr. Russell Wil- 
der designed a special unit for the north 
side laboratory area (legend at right). 


Range 

Futu,e vegetable steamer 
Table 

. Frozen food refrigerator 
Refrigerator 

Coffee maker 

Toaster 

Table 

Pot rack 

. Mixer 

. Soiled dish table 

. Clean dish table 

. Dishwashing machine 

. Garbage grinder 

. Courter and cabinet 

. Cabinets 

. Counter and cabinets 
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. Cabinet and base 
Soiled dish table 
Clean dish table 
Garbage grinder 
Dishwashing machine 
Cabinet and base 
Broom closet 
Table 

. Cabinet and base 
Desk 

Il. Frozen food refrigerator 
12. Table 

13. Retrigerator 

14. Cabinet and base 
15. Food mixer 

16. Beverage mixer 
17. Cabiret and base 
18. Counter 

19. Coffee maker 

20. Toaster 

21. Range 

22. Range 

23. Counter 

24. Tray slide 

25. Patients’ tray cart 












north wall of the head house; in- 
stallation of demountable parti- 
tions; standardization of laboratory 
benches, furniture and equipment; 
and air conditioning. 





The utility service lines are in 
modules 12 feet on centers. The 
vertical risers which run in the 
outside wall of the entire building, 
except the patients’ area on the 
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south side of the main stem, carry 
the following every 12 feet: 120- 
208 volt three phase, four wire, 60 
cycle power; hot water; cold water; 
laboratory drain; vent; compressed 
air; vacuum and illuminating gas. 
Every 24 feet the vertical risers also 
carry steam and every 48 feet, dis- 
tilled water. 

An exhaust duct for a chemical 
fume hood can be made available 
in each laboratory module. The 
operation of many chemical fume 
hoods in an air conditioned build- 
ing raises very complicated tech- 
nical problems in ventilation. A 
special pilot study now is being 
conducted by the staff of the Re- 
search Facilities Planning Com- 
mittee to determine exact speci- 
fications. 

The demountable partitions are 
in 3 ft., 6 in. panels, consisting of 
slabs of two layers of enameled 
sheet metal separated by three 
inches of fireproof insulation ma- 
terial. The partitions may have in- 
terlaboratory windows and escape 
panels. Some of the doors have a 
three-foot wide active leaf and a 
one-foot hinged panel which or- 
dinarily is kept bolted. 

There will be no permanent in- 
stallation for constant temperature 
rooms. A demountable unit for 
walk-in refrigerated space or in- 
cubator will be utilized as a “room 
within a room,” so that it can be 
relocated as the occasion arises in 
a reassignment of space. 

Laboratory benches, furniture 
and equipment are to be standard- 
ized as much as possible. The de- 
tails of laboratory bench design, 
sinks, trough drains and cup drains 
and drawer and cabinet units now 
are being studied by the staff mem- 
bers of the institutes. 

The details of a typical labora- 
tory room are presented in the 
summary of architectural data on 
page 52. It should be noted that 
the laboratory windows are uni- 
form with those in the hospital 
area. The 4 ft. 6 in. x 5 ft. window 
is deemed ample since most lab- 
oratory work is done with artificial 
illumination and larger windows 
—such as those now being de- 
signed for some research institu- 
tions—may introduce the problem 
of glare; requiring larger shades. 
At the intersection of the labora- 
tory wings there are two passen- 


56 





‘sae 
' 
CHAIR 
' 
Li. 
pores 
‘ 


{ 
ORESSER 
' 


‘ 
— 


— 


4 


' 
ORESSER 
e | 
' 
Lice 
ore 


' 
CHAIR 





—- 


LOCKERE LOCKER 



































] CASED OPENING FOR 


DOOR IF DESIRED 





COMMUNICABLE DISEASES 
"ith FLOOR—TYPICAL BEDROOM 


PATIENTS with infectious diseases will 
occupy 13 rooms, each of which will be a 
self-sufficient unit providing for maximum 
cleanliness and vital isolation facilities. 


ger and two freight elevators. The 
door openings of the freight service 
elevators are five feet wide. and can 
be increased to seven feet for the 
transportation of large equipment. 
The laboratory areas also have 
pneumatic tube stations in the gen- 
eral system of the center. 

A fire detection system extends 
throughout all laboratory areas 
for maximum safety. 

One wing of the eleventh floor 
is equipped as an instrument de- 
sign office and small machine shop. 
In the basement areas there are 
central cage washing, glassware 
washing, media preparation and 
photographic service departments. 
The laboratories also are serviced 
by the auxiliary group of build- 
ings, connected by tunnel, for cen- 
tral incineration, animal food and 
bedding, animal breeding, and 
maintenance and_ fabrication 
shops. 


EXTENSIVE SERVICES 


The clinical center will admit 
for treatment patients from all 
parts of the country who are suf- 
fering from the particular type of 
cancer, heart disease, mental dis- 


ease, metabolic disease, or infec- 
tious or tropical disease under 
investigation by the various insti- 
tutes. The sole criterion for ad- 
mission will be the appropriate, 
confirmed diagnosis during the 
period the category is under stud) 
at the National Institutes of 
Health. Referrals for admission are 
to be made by private physicians, 
hospitals and health agencies. 
Upon discharge, the patient will 
be referred back to the physician 
or to the agency. 

It is believed by the staffs of the 
National Institutes of Health that 
the integration of fundamental 
and clinical research with ad- 
vanced methods of diagnosis and 
treatment will yield a high qual- 
ity of patient care. It is hoped that 
the constant, intimate collabora- 
tion among specialists in many 
branches of medicine and science 
will result in an increase in the 
knowledge needed for greater in- 
sight into the treatment and pre- 
vention of chronic illnesses. 
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Toward a goal of trouble-free admissions 


HE FRONT office of a hospital is 
a. its nerve center. It is there 
that the thousands of patients who 
enter a hospital each year receive 
their first and often most lasting 
impressions of the institution. Ev- 
erything that is done for the pa- 
tient during his stay is reported to 
the employees who work there and 
recorded by them. Finally, it is the 
last place that the patient visits 
before discharge. 

For these reasons, we of Hurley 
Hospital in Flint, Mich., believe 
that the utmost in speed, courtesy 
and efficiency on the part of front 
office employees is vital to the 
reputation and standing of the hos- 
pital in the community. Not long 
ago we began a program to stream- 
line all functions carried on in the 
front office and succeeded in great- 
ly improving at least 10 operations 
that previously had been the source 
of annoyance or inconvenience to 
our patients and their visitors. 

Our hospital is in an industrial 
city of approximately 180,000 per- 
sons, and has a capacity of 415 beds 
and 60 bassinets. The two other 
hospitals in Flint are St. Joseph’s 
Hospital, with a capacity of 230 
beds and 45 bassinets, and Wom- 
en’s Hospital, with 40 beds. Hurley 
Hospital is the emergency hospital 
for the city and county, and has 
the second largest emergency ser- 
vice in the state. In 1948, our 
emergency room handled 8,547 
cases, or an average of 712 cases 
per month. In addition to the 
emergency service, we carry a full 
surgical and medical service, and 
have the only isolation facility in 
the area. 

Before modifications, our admit- 
ting office had been one large room. 
Along one wall were three desks, 


Mr. Rickey is admitting officer of Hurley 
Hospital, Flint, Mich. From a paper pre- 
iy | ‘’ the Tri-State Hospital Assembly, 
May 2-4, 
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Improvements in procedures and 
plans brought speed, courtesy 
and efficiency to Hurley Hos- 
pital's front office. At least 
10 operations were included in 
the streamlining that will mean 
a better public understanding. 


GEORGE L. RICKEY 


used for interviewing patients and 
obtaining histories. Along the op- 
posite wall were filing cabinets 
containing histories and index 
cards. The office was painted a 
glaring institutional buff. All in- 
quiries were made at a small 
barred window. Admission to the 
office was made by a door adjacent 
to this window. Only the patient 
was allowed to come into the office. 
He was seated at one of the desks, 
and there—amid noises of ringing 
telephones, and competing conver- 
sation from the cashier’s window— 
a clerk tried to get his history. 


IMPROVED PROCESSING 


To correct these inconveniences 
to patients and employees, we 
eliminated the barred window and 
replaced it with an archway. The 
one large office was partitioned in- 
to two interviewing rooms and a 
receptionist’s office. The interview- 
ing rooms now provide the needed 
privacy for patient and clerk. The 
receptionist handles all telephone 
calls and inquiries so that the clerk 
is thereby free to process the pa- 
tient without interference. 

At Hurley Hospital the schedul- 
ing of all surgical operations is 
handled by the admitting office. 
This, in addition to the confusion 
mentioned before, interfered with 
the admission of patients. Doctors 
and nurses were constantly passing 
in and out of the office. To correct 
this, an office adjacent to the ad- 
mitting office was acquired and set 
up to handle the boardings. This 
office is accessible through the cor- 


ridor, thereby eliminating inter- 
ference with patient admissions. 

The necessity for clerks to leave 
the office to escort patients and ob- 
tain histories was another problem. 
This practice often left the office 
unattended. It was the practice for 
a clerk to obtain histories from all 
patients in the emergency room. 
This was inconvenient not only to 
the patient, but also to doctors and 
nurses. 

Current practice in emergencies 
is to have the patient escorted to 
the admitting office after being 
treated. When the patient has been 
admitted, the relatives are brought 
to the office and a history is ob- 
tained while the patient is being 
put to bed. This procedure has im- 
proved the emergency room ser- 
vice, and also eliminated com- 
plaints from the public. During 
rush hours, escorting of patients 
is handled by two page girls. 

Assignment of rooms was still 
another problem. Previously, many 
doctors reserved rooms and trans- 
ferred patients through the floor 
nurses and supervisors. The in- 
stallation of a control board in the 
admitting office reduced confusion 
by placing responsibility for room 
assignments on admitting person- 
nel. The control board tells at a 
glance where, what type, and how 
many beds are available. By use 
of a “Notice of Intention to Leave” 
between the floors and the ad- 
mitting office we also know what 
beds will be available soon. Trans- 
fers also are processed by admit- 
ting personnel through the use of 
the control board. The board is a 
graphic illustration to patients’ 
relatives why we cannot always 
transfer a patient or provide the 
accommodations desired. Likewise, 
it shows doctors visually why we 
cannot always take a patient at a 
particular time. 
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CHANGES IN front 
office at Hurley Hospi- 
tal reduced inconven- 
iences for patients and 
staff. The new layout: 


!. Surgical scheduling 
2. Patient interviewing 
3. Credit counseling 
4. Reception office 

5. Patient interviewing 
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Forms used in admitting patients 
were troublesome and time con- 
suming. To admit a patient in- 
volved the typing of seven forms: 
Two passes, a face sheet, an index 
card, an x-ray form, an operating 
room permit and a ward file. By 
revision of the forms and installa- 
tion of a duplicating process, this 
has been decreased to three typing 
procedures and soon will be down 
to two. 

The credit counselor’s office also 
was revised. Before the changes 
the credit counselor went to the 
various floors and visited any pa- 
tient who had not made credit 
arrangements at the time of admis- 
sion. This practice required as 
many as 15 or 20 such calls daily. 
They were inconvenient for pa- 
tients and sometimes angered rela- 
tives informed of them. To fore- 
stall this, notices to contact the 
credit office now are attached to 
visitors’ passes and given to pa- 
tients’ relatives by the information 
clerk. This has decreased the num- 
ber of calls by the credit counselor 
to approximately five a day, most 
of which are for signatures on in- 
surance forms and county applica- 
tions. 


Lack of privacy was faced by the 
credit office also. The office is in 
the main lobby, adjacent to the 
admitting department. In the past 
the door was left open and the 
credit counselor acted as his own 
receptionist. This was unsatisfac- 
tory for him and the person being 
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interviewed since others waiting 
for interviews could and would 
overhear all that was said. 


The receptionist in the admitting 
office now serves the credit coun- 
selor also, listing the people and 
notifying them by a public address 
system when he is free. The same 
public address system is connected 
to the record office and the file 
room. When a patient is admitted, 
the old chart is called for, brought 
to admitting and taken to the floor 
with the patient. 


Delay in waiting for an inter- 
view with the credit counselor was 
another complaint. Past policy was 
for all persons, regardless of in- 
surance, cash deposit or other 
arrangements, to be interviewed. 
The fact that three clerks were ad- 
mitting patients and one credit 
counselor was interviewing them 
meant that someone had to wait. 
To eliminate this, all patients with 
Blue Cross insurance, proper cash 
deposit or an agency approval now 
are handled by the admitting clerk. 
Those to see the counselor are giv- 
en priority. 

Receiving a complete itemized 
statement at the time of discharge 
was practically an impossibility 
due to the lengthy procedures used 
in the business office. Posting of 
charges to accounts was handled 
by three bookkeepers, but was 
slow because a trial balance was 
taken on the books each month. 
When the books did not balance, 
the postings were held up as many 
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as 10 to 15 days. This meant tha 
many patients were admitted an: 
discharged before any charge; 
were posted to their accounts. An- 
other hindrance was that account: 
receivable on inpatients and on 
discharged patients were in the 
same book—undesirable because 
the two accounts had to be sepa- 
rated when the monthly trial bal- 
ances were taken. 

A revision of the system and 
procedures used and a change in 
the charge slip forms have largely 
taken care of this. Posting is 
handled now by one bookkeeper 
and a balance is run daily and 
checked. The accounts receivable 
are separate and remain that way. 
This has improved efficiency to the 
extent that 90 per cent of all 
charges are posted now within two 
hours after they are incurred. The 
installation of a messenger service 
between the floors and the various 
offices and services was a great 
help in this respect. Statements are 
usually obtainable now at dis- 
charge. If, however, a statement 
is not taken at the time of dis- 
charge, it is mailed on the follow- 
ing day. 

The late charge, a problem to all 
hospitals, has been reduced greatly 
by these and other changes. Previ- 
ously charge slips were made out 
separately from orders for service, 
and often were forgotten entirely. 
The increase in revenue brought 
about by the use of a carbon snap- 
out form has proved this. Charge 
slips, orders for service and chart 
copies now are made at once and 
delivered by messenger service. 
The increased revenue has totaled 
$3,000 to $4,000 per month. Late 
charges are further combatted by 
a telephone check with the service 
departments—such as the labora- 
tory, the pharmacy or the x-ray 
department—when the office is no- 
tified by the floor of a discharge. 
This check is expedited by a time- 
stamping made by the messenger 
in his floor-to-service and floor-to- 
accounting deliveries. 

In the past, charges posted after 
the statement had been sent were 
sometimes forgotten. The first no- 
tice the patient received was a 
standard. “dun” letter. Now the 
late charges are so few that a per- 
sonal letter explaining the charges 
can be sent. 
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Organization charts 


as a management aid 


ELMER L. CROZIER 


N TEXTBOOKS and lectures deal- 

with personnel management, 
mention is usually made of or- 
ganizational charts. The value of 
such charts is recognized by all, 
but few take full advantage of 
their usefulness. 

A great number of administra- 
tors hesitate to create a chart be- 
cause their organization is not 
what they think it should be, and 
they want to wait until it is per- 
fect before drawing one up. This 
train of thought is erroneous. If 
the administrator desires to reap 
the best results from an organiza- 
tional chart, he should start now, 
with his present organization. By 
doing so it is easy to see where 
improvements can be made. By use 
of the chart it is possible to convey 
to assistants the form of organiza- 
tion and the proposed changes in 
a clear, concise form. 

Once the chart has been created 
it should not be buried in some 
file but placed in a prominent posi- 
tion where all can refer to it at 
will. Many an administrator has 
gathered his department heads 

Mr. Crozier is assistant administrator of 


the Baroness Erlanger Hospital, Chatta- 
nooga, Tenn. 


NOUR HOSPITAL 


3 


NOVEMBER 1949, VOL. 23 


about him and explained in detail 
that a certain change is to be made, 
only to have the majority fail to 
comprehend the change. By the use 
of charts the department heads can 
be shown the theory and practical 
application of the change and can 
put it into effect easily. 


To be of its greatest use the chart 
should have a little more detail 
than is normally indicated. It 
should give not only the organiza- 
tion of the various departments 
and their relation to each other 
but also the names of the indi- 
viduals working in each depart- 
ment. This should include the shift 
that they are on and the job to 
which they are assigned. When an 
employee leaves, his name is re- 
moved from the board, and it can 
be determined at a glance just 
what positions are open and what 
coverage is provided. 


We at the Baroness Erlanger 
Hospital have developed such a 
chart and installed it in the per- 
sonnel office, where it is kept up 
to date. It is constructed of a piece 
of plywood 4 feet x 10 feet x % 
inch, and has nameplate holders 
2% inches x % of an inch mount- 
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ed on it. These holders are placed 
in their proper department, posi- 
tion and shift groups, and are glued 
into position. Using the nursing de- 
partment as an example, the group 
running across the top of the sec- 
tion represents graduate nurses. 
In the middle are ward aides and 
practical nurses and at the bottom 
are male attendants. Running up 
and down the section, the group to 
the extreme left represents the 
7 A.M. to 3 P.M. shift, that in the 
middle represents the 3 P.M. to 
11 p.m. shift, while that at the 
right represents the 11 P.M. to 7 
A.M. shift. 

By gluing the plates in position 
and by using a paint that is easily 
removed (or white translucent 
tape) the board is flexible. 
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ABOVE: Single portion of chart shows divi- 
sions by function (down) and by shifts 
(across). BELOW: Full view of organiza- 
tional chart reveals detailed breakdown of 
hospital staff. Nameplates are’ glued into 
position and guidelines are drawn in with 
paint that is easily removed. This arrange- 
ment provides a finished yet flexible chart. 
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A fact is faced 


THE AMERICAN SOCIETY OF ANESTHESIOLOGISTS has 
announced plans to set up 70 or more training cen- 
ters at which general practitioners can learn more 
than they now know about anesthetizing hospital 
patients. 

There are to be lectures and demonstrations. 
There will be actual experience in anesthetic man- 
agement when possible. There will be consultation 
service by telephone and telegraph. Thus the soci- 
ety is said to be recognizing the fact that many 
communities cannot afford a fulltime certified 
anesthesiologist. 

In approving this move, the Journal of the 
American Medical Association publishes some 
noteworthy figures. Here it is reported: That 6,- 
000,000 patients are anesthetized annually in hos- 
pitals, that 3,000 physicians and resident anes- 
thetists are members of the American Society ‘of 
Anesthesiologists, and that 600 have been certified 
by the American Board of Anesthesiology. 

Not only are many communities unable to afford 
a fulltime certified anesthesiologist, it appears, but 
most of them consider it a stroke of luck when 
they can even find one. 

These figures are especially interesting when 
projected. First it may be observed that there is 
about one certified anesthesiologist for every 10 
hospitals. Second, in terms of anesthetized pa- 
tients, every certified anesthesiologist would have 
to manage the anesthetization of 10,000 patients 
a year. This would be 833 a month, 34 a day (with 
Sundays off), more than eight an hour (barring 
afternoon surgery), or one every seven minutes. 

Such speed and proficiency would be hard for 
interns, residents, visiting general practitioners 
and science writers to follow on the television 
screen. Worse, surgeons and their patients would 
face a constant hazard of being trampled by the 
busy certified anesthesiologist whose schedule 
requires that he reach nine more hospitals before 
noon. 

Of course this peril might be lessened a little 
by organizing a new medical specialty. It should 
be quite possible to establish a Board of Surgery 
Traffic Control whose goal would be a diplomate 
in every hospital. Such a development ‘is unlikely 
now, however, since it is officially and publicly 
conceded that men with 10 years of schooling and 
practice are not always needed to administer an- 
esthetics. 

Hospitals want the best anesthesia service for 
their patients, and there is no doubt that adequate 
medical background plus adequate special train- 
ing make for the best service. If these refresher 
courses can produce adequacy in special training, 
they represent a step toward better hospital care. 
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Meantime, the society is to be commended for 
recognizing that even its own 3,000 members are 
not enough to serve the patients well in more than 
6,000 hospitals. 


Outside appraisal 

“AN IMPRESSIVE GROUP of international author- 
ities in the health and hospital field discussed the 
pros and cons of compulsory health insurance and 
socialized medicine at the annual meeting of the 
American Hospital Association just held in Cleve- 
land. What seems to us to be even more important 
than the conclusions reached is the fact that the 
Association threw open its doors to speakers from 
Great Britain and Canada. The visitors were given 
plenty of time to discuss in detail their own pro- 
grams. This is one reason the voluntary system 
will always survive, we believe; because it is 
strong, it can bear to hear different points of view.” 
—from the New York Times of October 1, 1949. 


Hospitals and tuberculosis 

WITH A LITTLE MORE PASSION for accuracy, the 
Woman’s Home Companion might have accom- 
plished a good deed with its October article: “Is 
Your Hospital Spreading Tuberculosis?” 

Instead, this article is a good demonstration of 
the difference between truth and the whole truth. 
It reports that most general hospitals do not rou- 
tinely x-ray the chests of all patients and employ- 
ees, which is true. It then misrepresents the prob- 
lems involved and misinforms the public as to 
where the fault lies. 

The magazine’s readers are left with an impres- 
sion that anyone entering a general hospital is in 
great danger of emerging with tuberculosis be- 
cause the administrator and board are both penu- 
rious and indifferent. The readers are told that 
necessary equipment is inexpensive, that the serv- 
ice costs but a few cents per patient, and that 
“when suspicions are confirmed the patients can 
begin to receive treatment for their tuberculosis 
right in the general hospital.” 

The author raises no question as to who will pay 
for months of treatment at $10 to $20 a day, or 
where the patient will be sent for sanatorium care 
when no sanatorium bed is available. He reports 
four case histories with happy endings. One is 
from a hospital with 423 beds, a medical school 
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affiliation and a county tuberculosis hospital 
nearby. Another hospital cited has 3,490 beds, a 
medical school affiliation and a tuberculosis divi- 
sion of its own. The third good-example hospital is 
not listed in the Statistics and Directory Section of 
HospiTtaLs—and these three happen to be in two 
states with tax-financed programs to care for all 
tuberculosis patients. The fourth is without Ameri- 
can College of Surgeons approval. No attempt is 
made to explain the problems that confront a 
typical community hospital. 

The whole truth is this: While more general 
hospitals should x-ray the chests of both patients 
and employees, they have made tremendous strides 
recently under the most adverse circumstances. 
The number offering routine radiography service 
has increased more than 600 per cent in four years; 
and these have been hard years of overcrowding, 
shortage of help, skyrocketing prices and op- 
erating deficits. 

During this period the Association has worked 
closely and persistently with other interested or- 
ganizations to encourage the adoption of mass 
radiography by hospitals. It is currently repre- 
sented on two joint committees with the Public 
Health Service, the National Tuberculosis Associ- 
ation, the American Medical Association and the 
National Conference of Tuberculosis Secretaries. 

The Association has distributed a kit containing 
the information necessary to launch a routine radi- 
ography program. It has promoted a Public Health 
Service sound movie. It has revised the “Manual 
on Management of Tuberculosis in the General 
Hospital.” It offers on loan a collection of reprints. 

Circumstances considered, the general hospital 
has done rather well since V-J Day. It has been 
called on to transform itself into a wholly different 
kind of institution. It has been urged to make 
room for the tuberculous, the mentally sick, the 
convalescent, the contagiously diseased of all 
kinds. In the midst of everything it is assigned 
the new role of case finding. 

This is all to the good. General hospitals should 
protect patients and employees alike against tu- 
berculosis, but they cannot all do so between dusk 
and dawn. . 

The barriers to a quickly established program 
of routine radiography in all general hospitals are 
the familiar two: Time and money. This job takes 
more than some apparatus and film. It takes space, 
specially trained personnel, either a great amount 
of donated professional service or a great amount 
of new payroll, community education, and most of 
all, access to facilities—probably tax supported— 
for the long term care and rehabilitation of tu- 
berculous patients. . 

Here is where the editors of Woman’s Home 
Companion missed their real opportunity. Bent 
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more on finding a whipping boy than the solution 
to a big problem, they rested their case by urging 
readers to write snarling letters to hospital ad- 
ministrators. 

If these editors have a genuine interest in stamp- 
ing out tuberculosis, they might publish a sequel. 
They might (a) discuss the real reasons why all 
general hospitals have not yet adopted routine 
radiography, (b) point out that ultimate success 
will require a greatly expanded public health pro- 
gram to supplement the nonprofit hospitals’ ef- 
forts, and (c) suggest that investing a few hun- 
dred millions of public funds in this limited kind 
of welfare state would meet with universal ap- 
proval. 


Beckoning opportunity 

IN APPROVING SOME BY-LAW CHANGES at Cleveland, 
the House of Delegates has encouraged hospitals 
to capitalize an administrative asset that has been 
widely neglected heretofore. These changes cre- 
ated the new Type V institutional membership 
for women’s auxiliaries. 

A survey of member hospitals last year con- 
firmed a well-founded suspicion that admin- 
istrators were sharply divided in their opinions 
on the value of auxiliaries. Some would not be 
without such an organization and some would not 
have one if it could be avoided. 

There is no doubt that auxiliaries in some hos- 
pitals have been more a hindrance than a help, 
but it is a mistake to assume that this represents 
a flaw in the idea of volunteer help from a large 
number of the community’s women. Not many 
exceptions could be made to this arbitrary state- 
ment: An auxiliary failure may be traced either 
to poor organization or poor guidance. 

If an auxiliary is so organized that its activities 
and prerogatives are not clearly subject to control 
by the administrator, then it ceases to be a useful 
administrative asset. This is something that should 
be understood by every member of the governing 
board and every auxiliary member, and it should 
be down in writing. 

It takes more, however, to guarantee success. 
Given the authority he needs, the administrator 
must have or somehow acquire the necessary 
“management” skill. Auxiliary members are not 
quite like anyone else who comes through the 
hospital’s door, being different from patients, em- 
ployees or visitors. “Management” here is in re- 
ality a form of leadership from the sidelines, 
calling for a bit of tact and imagination. 

Auxiliaries are certain to grow in numbers and 
in usefulness, for they are capable of doing some- 
thing for the hospital that cannot be done other- 
wise. Administrators who see the opportunities 
will gain a few steps on the procession. 
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Statewide planning for 


HERE HAS BEEN a steady de- 
f eet during recent.years in 
the number of schools of nursing in 
the United States. At the same 
time more students have been 
trained to meet the growing de- 
mand for nursing service. This 
year there are 88,800 students en- 
rolled in 1,134 schools compared 
to 67,500 students in 1,472 state 
accredited schools in 1935. 

Some people fear that a decrease 
in the number of schools will re- 
sult in a decrease in the number 
of nurses who could be prepared to 
meet the increasing nursing needs. 
It has been the experience of Mis- 
sissippi, however, that when there 
is planning for better utilization 
and further development of nurs- 
ing resources, the number of 
students can be increased while 
the number of schools is de- 
creased. This now is becoming the 
national pattern. 

The number of schools of nursing 
in Mississippi has decreased from 
34 in 1944 to 22 in 1949. At the 
same time there has been a 270 per 
cent increase in enrollment (see 
table below). 

Experience there has proved that 
nursing education planned on a 
statewide basis, development of a 
blueprint or pattern for the use 
of.all available clinical resources, 
centralization of teaching person- 
nel, improved schools of nursing 
and active recruitment can result 
in increased enrollment of nursing 
students even though the total 
number of schools is decreased. 

Several factors have contributed 
to Mississippi’s achievements. In 
1947, for example: 

1. All schools of nursing were 
required to provide experience in 
the care of medical, surgical, ob- 
stetric and pediatric patients for 
all students. At that time 12 of the 
23 schools provided six months’ 
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NURSE 
TRAINING 


LUCILE PETRY, R.N. 


affiliation. All but one school has 
had to affiliate with other hos- 
pitals to provide one or more of 
these required services. Sending 
students away for this training has 
increased the annual capacity of 
the home dormitory; this, in turn, 
has increased potential student en- 
rollments when admissions were 
based on the critical clinical serv- 
ice. 

The need to provide these 
affiliations and the difficulty in ob- 
taining qualified instructors were 
major factors contributing to the 
decrease in state approved schools. 

2. The state board of nurse ex- 
aminers made an intensive and 
successful effort to retain faculty 


SHMMNENOUSOUUATUA ENTE 


Schools and Students 


The increase in student en- 
rollment which came about at 
the same time the number of 
schools of nursing in Missis- 
sippi was growing smaller is 
illustrated in the tabulation 
below. Figures were taken 
from records on file in. the 
office of the Mississippi State 
Board of Nurse Examiners. 


Number 
Year Enrollments of Schools 
| ao * 34 
ipso: 262 28 
1980 2 288 22 
LL Gear 296 23 
1048 >... 562 20 
Lae 712 22 





*Total enrollment statistics not 
available. 








members who had been employed 
in closing schools. They were di- 
rected to employment opportun- 
ities in other schools in the state 
The result has been improved 
faculties and curriculums in the re- 
maining schools. 

3. A statewide survey of nursing 
resources and needs was conducted 
jointly by the nursing organiza- 
tions and the Mississippi Commis- 
sion on Hospital Care. 

Some outcomes of the survey 
were: (a) The size of the shortage 
of professional and practical nurs- 
ing personnel was revealed; (b) it 
made possible an estimate of the 
total number of nursing personnel 
needed to meet current and future 
health program needs, and (c) it 
facilitated development of a state- 
wide nursing education plan in 
which clinical hospital facilities for 
nursing students were coordinated 
in accordance with the regional 
pattern of hospital construction. 

4. An improved recruitment and 
counseling program for potential 
nursing students was. devised. 
Larger schools with improved 
faculties have been more attractive 
to potential nursing students. One 
community having a_ hospital 
without a school of nursing ob- 
tained scholarships from civic 
groups for nursing _ students. 
Scholarship holders agree to re- 
turn to their home towns and work 
in the local hospital. 

5. The legislature appropriated 
$85,000 for scholarships to prepare 
graduate nurses for positions in 
nursing schools or hospital nursing 
services. The students agree to re- 
turn to positions in the state after 
completing their training. 

6. State funds were provided to 
established a central school of 
nursing at the state university. 
Experience in rural hospitals be- 
came part of the training experi- 
ence. 

7. Plans were worked out for 
the development of sound pro- 
grams for training practical nurses 
under the auspices of the Depart- 
ment of Vocational Education of 
the State Department of Education. 
Hospitals which have discontinued 
their schools of nursing are pro- 
viding nursing care through in- 
creased use of the nonprofessional 
worker under the supervision of 
professional nurses. 
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OST HOSPITALS of 100 to 200 

beds maintain some type of 
a medical reference library, but 
very often it is inadequate, poorly 
located or without a fulltime li- 
prarian. Thus its service to staff 
physicians is undetermined. 

Where small hospitals operate 
schools of nursing, of necessity 
some attempt has been made to 
develop a library, but again it 
usually is on a limited basis. In 
some states, schools of nursing re- 
cently have been required to have 
a fulltime librarian, which in 
many administrators’ minds is just 
another regulation to encumber the 
already overburdened budget. 

A library of a general hospital 
has but one function: That of giv- 
ing service to all professional per- 
sonnel. Just what form this service 
takes is dependent upon _ the 
physical facilities available, the 
budget and the individual li- 
brarian. 

For physical facilities, Memorial 
Hospital of Colorado Springs is 
fortunate to have had a recreation 
building on the campus about half- 
way between the main hospital 
buildings and the school of nurs- 
ing. One end of this structure 
has been remodeled into a library 
with a floor space of 26 x 45 feet. 
The location is ideal; there is a di- 
rect entrance to the street, and the 
building is fireproof with ample 
window space. 

In planning the library, careful 
consideration was given to utiliza- 
tion of space to the best advantage, 
to obtaining the most practical and 
useful equipment possible, and to 
attractive color combinations. Four 
large mahogany study tables, each 
3% feet x 14 feet, were provided 
with 40 comfortable Windsor-type 
armchairs. The book stacks all have 
adjustable shelves and magazine 
racks are of the display type. All 
books are catalogued and indexed, 
and arranged according to subject 
and author. Above the study 
tables are fluorescent lights with 
shaded hoods, hung 22 inches above 
the center of the tables, providing 
perfect lighting. 

Our problem in years past had 
been the lack of funds to provide 
for our library adequately. In 


—.. 


Mr, Powell is superintendent and Miss 
Cunningham is librarian and an instructor 
Co emorial Hospital, Colorado Springs, 
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How consolidation brings 


better library service 


One library now serves a hospital, nursing 
school and medical society. All share the 


costs and the improved service that results. 


RONALD D. POWELL AND LOUISE M. CUNNINGHAM, R.N., B.E. 


1948, however, the E] Paso County 
Medical Society proposed an amal- 
gamation with the Reth-El School 
of Nursing and the Memorial Hos- 
pital reference library. The hos- 
pital administration and the school 
faculty recognized that such a plan 
would enable us to hire a fulltime 
librarian, have a much more ex- 
pansive library, and be of benefit 
to the school of nursing. Therefore, 
a joint committee of the three in- 
terested units readily approved 
the combined library and financial 
arrangements were consummated. 


JOINT BUDSET 


The El Paso Medical Society’s 
active membership of 136 phy- 
sicians unanimously voted an as- 
sessment, to be added to their 
annual dues, of $7 per member for 
library use. This brings in a rev- 
enue of more than $950 per year. 
Also, adequate annual library ap- 
propriations are provided in the 
hospital and school budgets. Thus 
we were able to secure the services 
of a fulltime registered librarian 
who is also a graduate nurse. 

The school of nursing has 1,120 
books of the reference type and 
123 textbooks. The medical society 
provided 100 current professional 
volumes published since 1940 and 
several hundred of previous origin. 
In addition it has been possible to 
acquire a collection of rare medical 
books, including some historically 
valuable copies published as many 
as 250 years ago. We have active 
subscriptions to all hospital and 
nursing publications and the med- 


ical society subscribes to 63 peri- 
odicals. This combination library 
has made the reference field for 
student nurse study one of un- 
limited possibilities and has added 
to the doctors’ interest in nursing 
education. 

The cultural and social depart- 
ment of the library consists of 
classics, modern novels, books oi 
general interest and popular mag- 
azines. These are provided for mo- 
ments of relaxation for students 
and hospital personnel and may 
help guide the student in acquiring 
an appreciation of good literature. 
Most of the books and magazines 
are provided by the alumni associ- 
ation of the school, by women’s 
clubs or individuals. 

A committee of instructors acts 
in an advisory capacity in the 
purchase of books and magazines 
and requests may be submitted to 
the committee at any time. All 
textbooks are purchased at the re- 
quest of the director and issued 
by the librarian. 

Our library is open from 7:30 
A.M. until 10:30 p.m. and the 
checking out of books has been 
simplified by requiring only that 
the name of the person taking the 
volume be written on the book 
card, and that the card be left on 
the desk. Returned books also are 
placed on the desk for credit. This 
has proved satisfactory when the 
librarian is not on duty, since in 
nine months there has been no 
trouble about missing books. 

The catalog and indexes are of 
the usual type, classified by stack, 
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subject and author, but in serving 
the combined library we have 
found that these three indexes 
were not enough to give quick and 
efficient service, so now we carry 
four additional indexes. These are: 
Magazine articles, drugs, diagnos- 
tic, and surgical. 

In this day of pharmaceutical 
progress no one can keep informed 
on all of the new products, so we 
index all drugs, old and new; 
adding the new from material re- 
ceived from supply houses, medi- 


cal journals and other literature. 
The top of the index card carries 
the name of the drug, and as the 
references arrive they are added 
below. If a medicine is ordered, the 
student, graduate or supervisor 
may call on the telephone or visit 
the library and the information is 
hers immediately. If requested, 
the material is taken right to the 
ward for immediate use. 

The index of diagnoses is carried 
out in the same way and ranges 
from “abortions” to “yellow fever,” 
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HOSPITAL RECEIPT STICKER 


Double-purpose reminders 


gl: 


THIS RECEIPT 
FOR INCOME TAX 
PURPOSES 


HE ISSUING of duplicate hospital 

bill receipts is a great burden 
to many hospitals at income tax 
time. Despite their best intentions, 
former hospital patients lose their 
receipts or put them away in a 
“safe” place that is never in 
evidence when the time comes to 
make out income tax forms. 

The Ontario Blue Cross plan 
recognized that here was an oppor- 
tunity to serve hospitals and at the 
same time carry a Blue Cross mes- 
sage to the most likely prospects— 
those who have just paid their own 
hospital bills. Thus an attractive 
red and blue gummed label was 
developed bearing a dual message: 
“Save this receipt for income tax 
purposes. Investigate Blue Cross— 
a nonprofit plan for your protec- 
tion from hospital expense.” 

The sticker is of convenient size 
for attaching to hospital receipts 
(15g inches by 3% inches) and 
each message is displayed in a 
manner that draws attention to 
it without distracting from the 
other. 

Approximately 100,000 of these 
stickers have been circulated to 
date through the hospitals of On- 
tario. The idea was readily ac- 
cepted by most hospitals and at 
least one other Canadian Blue 
Cross plan has put it into use. 

The very fact that hospitals 
themselves attach the Blue Cross 
label to paid accounts tells the 
prospective subscriber that here 
is a plan they are solidly behind. 
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A NON-PROFIT PLAN 
FOR YOUR PROTECTION 
FROM 
HOSPITAL EXPENSE 
PLAN FOR HOSPITAL CARE 


TORONT 





Hospitals say in effect, “Here, Mr. 
Patient, is a plan we recommend 
you adopt to prepay any future 
hospital bills and thus enjoy peace 
of mind which will help you get 
well quicker.” 

Hospitals know too that a Blue 
Cross subscriber will not appear 
on the list of costly “collection” 
accounts, and that in promoting 
Blue Cross enrollment they are 
also paving the way for smoother 
administration. 

It is an old truth that working 
together brings benefits for all. 
—D. W. OGILVIE, deputy dixector, 
Blue Cross Plan for Hospital Care, 
Toronto, Ontario. 





all articles pertaining to the sub- 
ject being recorded on the card. 
The same is true of surgical index 
cards, which also have informa- 
tion as to illustrations or graphs. 

The use of an index that has 
been included in a volume or a 
cumulative index necessitates a 


time-consuming search; now ref- 
erences may be found instantly, 
since all drugs, articles and com- 
ments are added to the classified 
cards on the day of arrival. For 
example, the superintendent of the 
hospital or the director of nurses 
frequently request a review of an 
article or a summary of several 
articles. Now these can be prepared 
as simply as the finding of a word 
in the dictionary. The time spent 
in compiling the cards is time 
saved and more. 

The value of the medical library 
to the school is best shown by the 
appreciative reactions of graduate 
nurses who have come from schools 


where library hours are short and 


the librarian is on duty only part 
time. Other indexes are the steady 
increase of library use by students 
and the many expressions of ap- 
preciation from former students. 

Recently, other people in the 
community have learned that they 
may avail themselves of this serv- 
ice, and calls from such persons 
are not infrequent. Attorneys re- 
questing material dealing with 
medical subjects introduced in 
court, requests for definitions of 
terms, and a generally awakened 
interest in health problems in the 
public have brought many requests 
for literature. 

Club women preparing papers 
for programs have requested in- 
formation on such diversified sub- 
jects as “Spastic Children and 
Modern Treatment,” “Speech De- 
fects,” and “Intestinal Parasites,” 
as well as on cancer, tuberculosis 
and psychiatry. Books have been 
loaned for review at parent-teach- 
ers’ meetings. 

In addition to the proved value 
of the library to the school of 
nursing, results show that 85 per 
cent of the physicians are con- 
stantly using its facilities as their 
study club. These facts and the 
hundreds of telephone requests 
each month assure us that we are 
rendering a_ service heretofore 
unheard of in this community. 
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REPORT FROM WASHINGTON STATE 


Joint action that raises 


welfare payment rates 


HORACE TURNER 


OSPITALS IN THE State of 

Washington have worked 
hard for many years in a deter- 
mined effort to secure full payment 
of costs for service to state, county 
and city patients, leaving the ques- 
tion of charity cases to the indi- 
vidual hospital. 

For a number of years the Wash- 
ington State Hospital Association 
had a committee on rates, made up 
largely of past presidents. These 
men and women were thoroughly 
acquainted with costs in the hos- 
pital field and worked toward the 
goal of securing actual costs for all 
work done in the hospitals. The 
financial statements showed ‘con- 
clusively that with wages con- 
tinually increasing and taking such 
a large percentage of income we 
could no longer give charity to the 
state at the expense of the private 
patient. 

When the state welfare depart- 
ment tried to get contracts from 
individual groups at a low or loss 
rate, the association advised all 
hospitals not to sign any contract 
which paid below cost—the cost 
varying in different types of hos- 
pitals. This called for immediate 
action and many meetings were 
held with the welfare department 
and the State Labor and Indus- 
tries Board in order to arrive at a 
Satisfactory rate. It also was neces- 
sary to meet with legislative com- 
mittees and representatives of la- 
bor unions. Our chairman had the 
facts from all types of hospitals 


Mr. Turner is administrator of Deaconess 
Hospital, Spokane, Wash. 
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and knew what materials were 
used; it was no guessing affair. 
These facts included food costs and 
costs for hours of nursing care 
given. We were able to show that 
many duties performed by regis- 
tered nurses were done formerly 
by the doctors, interns or residents, 
all of which called for more nurs- 
ing care and increased costs. 

Our committee members felt 
that the hospital, as the supplier of 
the service, should set the rates. 
This is done by all other groups 
who sell to the state, federal, coun- 
ty and city governments. Others 
include an amount for profit. 


SPOKANE STATEMENT 
In July 1947 the Spokane hos- 
pital administrators decided that 
we could no longer do all of the 
county work for the low rate paid, 
so we notified the director of the 
state welfare department, Spokane 
County commissioners and all out- 
side counties which send their pa- 
tients to us that, on and after Aug- 
ust 1, 1947, we would not be able 
to care for their patients except at 
the regular rate. The state and 
counties continued to send their 
patients, thus acknowledging their 
liability for cost. When we ren- 
dered our bills they marked them 
down to the old rate, but we re- 
fused to accept their corrections or 
checks. Finally, we called a meet- 
ing of our attorneys for guidance 
in preparing a necessary state- 
ment, which read as follows: 


“In accepting payment of the state- 
ment attached to this voucher, the under- 
signed does not recognize the same as 








payment in full for the services rendered 
and material furnished, as therein enum- 
erated. The same has not been computed 
in accordance with the charges promul- 
gated by the undersigned on August 1, 
1947. The hospital reserves the right to 
assert any claim it may have to recover 
the difference between the amount set 
forth in the attached statement and the 
statement heretofore rendered by it for 
said services and materials.” 

We carried their accounts and 
when the state legislature met we 
took our problems to that group. 
The final result was that our 
claims, which amounted to more 
than $70,000, were met by a de- 
ficiency appropriation. 

The citizens of Washington, at 
the last election, passed what is 
known as “Initiative No. 172—An 
Act Relating to Citizens’ Security.”’ 
The act provides a minimum 
standard of living of $60 a month 
for needy senior citizens and needy 
blind, establishes uniform stand- 
ards for eligibility and amounts of 
assistance for all categories of pub- 
lic assistance, and provides addi- 
tional care and funeral benefits. 

The old age assistance applicant 
can own his home or place of resi- 
dence while the ability of his rela- 
tives or friends to contribute to his 
support cannot be considered a 
resource. In addition to monthly 
payments he is entitled to medical 
and dental and other care to re- 
store his health. Nursing care, 
medicine, drugs, optical supplies, 
glasses, medical and pharmaceu- 
tical supplies, artificial limbs, hear- 
ing aids and other appliances may 
be prescribed as necessary. He has 
a free choice of doctor and hospital, 
and therefore would naturally pre- 
fer a private hospital. 

Spokane, a large county, does 
not have a county hospital since 
the commissioners feel that the 
nonprofit hospitals do a better job 
at smaller cost even though the 
county pays regular rates. The 
maximum room or ward rate al- 
lowed is $9.50 per day, which is 
the present rate charged by most of 
the hospitals. A few charge $10 or 
$10.50 but can collect only $9.50. 

Hospitals with regular rates be- 
low $9.50 may receive only the 
rate charged their regular pa- 
tients. This ruling is right. Medi- 
cines are paid for at the rate of 
75 cents per day for the first 28 
days and 50 cents per day there- 
after. This item is probably low. 
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Biological products (except when 
used for prophylactic treatment), 
insulin and vitamin products are 
billed at the minimum prices 
charged to patients and not in ex- 
cess of wholesale cost plus a 30 
per cent markup. 

We have been able to set up 
these rates for such agencies as 
the Social Security and Welfare 
Department, State Labor and In- 
dustry Board, old age assistance, 
general assistance, Division of Care 
for the Blind, and rehabilitation. 
We believe this is a fair method. 

Why should the government or 
governmental agencies give all 
other divisions the right to do busi- 
ness on a cost plus basis except for 
health, and then expect the hos- 
pitals to give them service at a 


below cost rate, thus making the 


private patient carry the load? 
Has not the time arrived for us to 
work on a national scale? 

The fact that we as a state asso- 
ciation finally arrived at the place 
where we had to secure costs if we 
expected to survive helped us push 
on until. we secured a fair rate. 
We still feel, as many state work- 
ers feel, that we should have cost 
plus 10 per cent to help keep up 
replacements. In determining rates 
the state association and the com- 
mittee on rates act only as advisory 
groups. 

We believe that industrial and 
other insurance companies, Blue 
Cross, Blue Shield, medical bu- 
reaus and all who sell service 
should charge the insured enough 
to pay the hospitals in full for 
service rendered and that they 
should be prepared to increase or 
decrease rates as costs go up or 
down. We also believe that this 
should be on a monthly plan. 

Our plan with the state is on a 
30-day basis. Now we are past the 
ninth month without a desire for a 
change by either party. If costs 
increase or decrease each party has 
the right to notify the other and 
call a meeting to discuss changes. 
As in past agreements, we shall 
have to present all our facts show- 
ing the desirability of an increase 
or decrease of rates as the costs 
dictate. The 30-day clause was in- 
serted at the request of the hos- 
pitals so that we will not have to 
wait a year or two when changes 
are necessary. 
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AMUVUULUU SNOUT 


All gifts accepted, all acknowledged 


Contribution-producing formula 


SUCCESSFUL PROGRAM of at- 

tracting contributions is car- 
ried on throughout the year at the 
Children’s Heart Hospital. We 
have made it a practice to accept 
all gifts from used Christmas cards 
and old magazines to such valu- 
able items as microscopes and a 
movie sound projector. This prac- 
tice has become part of the fund 
raising program at this hospital 
which cares for cardiac patients be- 
tween the ages of three and 13 re- 
gardless of race, creed or ability 
to pay. 

Successful techniques for at- 
tracting contributions are worked 
out over a long period of time. 
When the community is aware of 
a public health problem, it can 
and usually does something to 
alleviate that problem. This con- 
cept should be used in all hospital 
public relations work. The hospital 
has to tell its story to the commu- 
nity. The citizens may be aroused 
and endeavor to assist through 
contributions of services, money 
and other gifts. 

We use three techniques to in- 
terest contributors. These are (1) 
telling the story of the hospital’s 
work, (2) accepting everything 
that is offered, and (3) acknowl- 
edging all contributions. 

The press and radio have been 
most generous in supporting our 








AMONG contributions to Children's Heart 
Hospital was a sound movie projector. 


programs. They carry feature ar- 
ticles, news items, appealing photo- 
graphs and timely broadcasts. The 
public relations department of the 
local community chest is con- 
stantly furthering the hospital’s 
cause. Active support is given by 
the board of directors, women’s 
auxiliary and hospital staff. 

Each hospital worker knows the 
policy about accepting contribu- 
tions and realizes she is represent- 
ing the hospital when a donor 
makes a contribution to her. The 
worker who receives any gift— 
whether it be Christmas cards or a 
check for $100—accepts the dona- 
tion graciously. She takes the name 
and address of the donor and an 
acknowledgment is made by mail. 

We have had many contribu- 
tions of used Christmas cards—in 
fact more than our patients are 
able to use immediately in their 
occupational and recreation pro- 
grams. Cards continue to come in 
and we accept them all. 

Last year acknowledgments 
were more than the small hospital 
staff could handle, and the older 
patients were recruited to write 
thank you letters. The children’s 
time was limited and so we asked 
former patients, who have formed 
an alumni association, to assist. 
Last year members of the alumni 
sent out about 500 letters. 

Through the. assistance of the 
community, our own well-organ- 
ized and active women’s auxiliary, 
the board of directors, and con- 
tinued application of our public 
relations program, we have come 
to the conclusion that the days of 
benevolence are not over. 

Experience has shown that by 
accepting the most trivial gifts, we 
keep the donors interested. Later 
they may remember the hospital 
when their benefactions have in- 
creased in size and impo. tance.— 
RosE M. CULLEN, administrator, 
Children’s Heart Hospital, .Phila- 
delphia. 
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Special considerations for 


kitchen illumination 


JOHN S. WALSH 


DEQUATE LIGHTING in the hos- 
pital diet kitchen is a neces- 
sity for cleanliness and _ effici- 
ency. Conversely, the preparation 
of food in semi-darkness is unfair 
both to the dietitian and the 
patient. Why greater attention is 
not given to artificial light is 
something of an economic mys- 
tery because proper lighting is in- 
expensive and should not besgon- 
sidered a luxury. In the long, run 
it pays for itself and yields hand- 
some dividends. ee 

Dietitians, therefore, should be- 
come acquainted with standrds 
of adequate lighting and should 
include in the plans for their diet 
kitchens the best of modern light- 
ing equipment. \ 

Conventionally, kitchens are il- 
luminated with central fixtures— 
glass enclosing globes on or sus- 
pended from the ceiling. Mbst 
work is done around the perimeter 
of the room, with the central fix- 
ture at the dietitian’s\_back, so 
that no matter where workers are 
or what they do, their own 
shadows are in their way. The 
best lighted part of the kitchen, 
then, is usually the center of the 
room—the traffic area—and the 
lowest lighting intensities are 
found in the food preparation and 
service areas. 

Lord Kelvin once said we can 
never really understand a subject 
until we can measure it. Units of 
Measurement in dietetics are cal- 
ories and vitamin units. Lighting 
intensity has a unit of measure- 
ment, too—the footcandle. The il- 
lumination on a working surface 


Mr. Walsh is chief illuminating engineer, 
Pacific Gas and Electric company, San 
Francisco. From a paper presented at the 
Association of Western Hospitals conven- 
tion, May 9-12, at San Francisco. 
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is measured in footcandles and 
recommendations for lighting of 
various areas are given in foot- 
candles. One footcandle is the il- 
lumination on a vertical surface 
one foot from a candle flame. 

Just as a thermometer measures 
heat in degrees, so a light meter 
measures light in footcandles. This 
pocket meter is small and inex- 
pensive —about $12. Adequate 
lighting is of such importance in 
a hospital for major and minor 
surgery, examination rooms and 
for sanitation, efficiency and safety 
in kitchens and serving areas, that 
no hospital should be without one. 
Most power companies will be glad 
to lend hospitals a meter to check 
the seeing conditions in their work 
areas. 

A lightmeter scale is graduated 
from 0 to 100 footcandles. The sec- 





THE 500-watt SB-ring louver incandescent 
fixture is excellent for kitchen lighting. 


tion from zero to 10 probably 
should be marked in red as in- 
adequate for most visual tasks. 
The lighting in certain storage or 
traffic areas might be 10 footcan- 
dles because the work there does 
not require concentration or spe- 
cial light. More difficult seeing 
tasks require more footcandles. 

The cleaning and sorting of 
fruits and vegetables and the cut- 
ting and inspecting of meat re- 
quire perhaps three to five times 
as much light for equivalent see- 
ing. In major surgery, several hun- 
dred to a thousand footcandles are 
required locally. To measure these 
higher levels of light intensity, a 
special cover or “multiplier” is 
provided for the light sensitive cell 
on top of the meter, and the scale 
readings must then be multiplied 
by 10. 

Now for a few reference points. 
Out in the bright noonday sun, the 
illumination may be as high as 
10,000 footcandles. Under the 
shade of a tree on a clear day, 
light intensity may be 500 foot- 
candles and that is a comfortable 
lighting condition comparable, 
perhaps, to a 72° temperature. 
Next to a window we may have 
200 footcandles, but as we go away 
from the window the illumination 
drops off rapidly, until it usually 
is very inadequate on the far side 
of the room. 

Coming down to the specific 
problem, what intensity should 
there be in an institutional kit- 
chen? Almost everyone would like 
to work under that shade tree on 
a clear day, with 300 to 500 foot- 
candles. Unfortunately, artificial 
light sources have not advanced 
to the point that such daylight can 
be brought indoors economically. 

In keeping with national stand- 
ards for similar seeing tasks, 30 
footcandles should be specified for 
general lighting in the kitchen and 
50 footcandles on all work areas. 
It is interesting to note that the 
relationship between adequate 
lighting and sanitation in kitchens 
has been recognized by a number 
of cities. Oakland, Calif., for ex- 
ample, has an ordinance requiring 
an absolute minimum of 10 foot- 
candles in restaurant kitchens. 

The dietitian must also consider 
light sources; she must choose be- 
tween incandescent and fluorescent 
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general lighting for the kitchen 
and dining room. The initial cost of 
incandescent lighting materials is 
lower. As an example, the cost of 
a good 500-watt incandescent fix- 
ture and lamp might be one-third 
to one-fifth the cost of a compar- 
able 200-watt fluorescent fixture 
and lamps. The light output is 
about the same. But if the decision 
hinges on economy, the question 
becomes: How long will it take the 
lower energy cost of the fluorescent 
unit to pay off the higher first cost? 

This depends on the hours of 
use and average cost of electricity 
to the hospital. If the light unit is 
on 24 or even 12 hours every day, 
then a good fluorescent installa- 
tion is cheaper in the long run. If 
it is on only six hours a day, the 
incandescent may be cheaper. But 
there are considerations other than 
cost alone. 

At first glance, the ring louver 
incandescent fixture with 500-watt 
silvered bowl lamp may seem a 
little strange. It is the type often 
recommended for school lighting. 
An average classroom would use 
nine of these 500-watt units or six 
750-watt units to provide 30 foot- 
candles. This might be an ex- 
cellent fixture type to provide 
general lighting in institutional 
kitchens and dining rooms. The 
lamp has a silvered bowl which 
reflects all of its light to the 
ceiling. With indirect lighting 
of this type, personnel cannot pos- 
sibly work in their own shadows. 
The entire ceiling becomes the 
light source. And every time the 
lamp is changed, there is, in effect, 
a new fixture. The rings merely 
shield workers’ eyes from the di- 
rect glare of the lamp neck. The 
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GLASS enclosed fluorescent fixtures cut down glare and extend the 
light source. They are easy to clean and are attractive in any room. 


rings provide no place for dust and 
dirt to collect and are easy to 
clean. 

The fluorescent fixture illus- 
trated is glass-enclosed to cut 
down the glare from the bare 
tubes. It is a good type of unit 
because it extends and diffuses the 
light sources. If it were to be used 
for area lighting it might be run 


‘in continuous rows along the ceil- 


ing to minimize shadows and re- 
duce wiring costs. Bare lamp 
fluorescent fixtures never should 
be used for general lighting in 
hospitals. Direct glare is bad 
enough, but it is often impossible 
to avoid looking at uncovered 
tubes. Reflected glare from bare 
lamps or tubes overhead, however, 
always is present on wet or tile 
surfaces, in monel or stainless steel 
utensils, in the lids of tin cans, in 
the bright work of ranges, dish- 
washers or appliances. Avoid bare 
lamp fixtures for general lighting. 

The same warning applies to 
most louvered bottom fluorescent 
fixtures. These have a series of 
“egg crates” in place of the bottom 
glass panel. The egg crates are of 
aluminum or plastic and are de- 
signed to shield the eye from direct 
glare. But they will not eliminate 
the refiected glare from bright 
metal or wet surfaces below eye 
level. 

Another disadvantage is that 
louvered fixtures with small “egg 
crates” are difficult to clean. One 





The Dietetics Administration de- 
partment is edited by Margaret Gil- 
lam, dietetics specialist. 











TUBES can be replaced easily and quickly on most fixtures designed 
with a hinged glass cover. Such fixtures may be mounted or suspended. 


proprietor of a quick lunch counter 
replaced his louvered bottom fix- 
tures with glass enclosing globes. 
The reason was that he only could 
clean the grease out of the squares 
with a toothbrush. Hospitals do not 
prepare as many hamburgers and 
French fried potatoes as he does. 
The point is, however, that steam 
and grease particles are carried 
upward by heat. 

There are a number of areas in 
a kitchen which will require local 
lighting, where higher intensities 
of light will be needed for inspec- 
tion, washing, cutting and the 
processing of food. These are the 
sink, the cutting and preparation 
areas. If there is cupboard space 
above them, a fluorescent lamp 
may be mounted beneath the 
front edge of the  cupboara, 
with a shield or reflector to 
protect eyes from direct glare and, 
preferably, a diffusing glass panel 
beneath the lamp to soften re- 
flected glare. If the reflector is 
mounted back on the wall, it is 
not lighting the front side of work 
being done, the place where the 
worker is looking. 

If the cupboards are separated 
by a window there may be a soffit 
area just over the window into 
which a light box may be recessed. 
This may have either fluorescent or 
incandescent lamps and should be 
provided with a diffusing glass 
panel. A sink or dishwasher often 
is located here and local light 
overhead for food preparation or 
dishwashing is needed to see down 
into pots or small dishwashing 
units. 

There also is need for local 
lighting over a range. This should 
be just inside the front edge of 
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The Armstrong X-4 Baby Incubator 
was the FIRST Baby Incubator to 
carry all three of these “awards”— 
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For about four years, it was the 


) ONLY Baby Incubator carrying 
The Armstrong X-4 Baby Incubator is a SIMPLE, SAFE, Underwriters’ Laboratories, Inc. 


’ me "n approval .. . thereby setting new 
HARD WORKING?” welded-steel model for everyday standards of safety and operating 


simplicity in this field. 


, use. And it is still LOW IN COST—Low In Cost to buy, 
to operate and to maintain. 


These facts attest its world wide acceptance. Close to 8000 
now in use, from South Africa to Iceland, and almost 900 
hospitals originally ordering 2200 Armstrong X-4 Baby 
Incubators have, after using them, mailed repeat orders 
) for 3300 more. 


If you want safety, reliability, low cost and simplicity, 
write today for descriptive bulletin and price. Shipment 
from stock. 
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the hood and may consist of “in- 
candescent lamps in vapor-proof 
diffusing globes. If there is no hood 
the local lighting then should be 
mounted high enough so that the 
inside of the pots and cookers can 
be seen. A _ shield or reflector 
should be provided so that the 
lamp or tube is not visible. 

It is difficult to give specific 
recommendations for other areas 
without actually seeing them or 
the plans for a particular diet 
kitchen or dining room, but a con- 
sulting engineer or a power com- 
pany lighting representative will 
be able to offer suggestions. 

A word of caution: Do not use 
single tube fluorescent fixtures to 
light moving machinery such. as 
mixers or slicing machines. The 
light from a single fluorescent 
lamp fluctuates or flickers 120 
times a second. If the machinery 
is moving fast, there will be a 
series of pictures of a stroboscopic 
effect which is annoying and may 
be dangerous. Two lamp units do 
not flicker in step but are out of 
“‘phase,”’ so that the light is smooth 
and even. 

One objection which some peo- 
ple have to fluorescent lighting is 
its color. Fluorescent lamps are 
available in deep colors—red, pink, 
gold, green and blue—and white. 
But what is “white light?” In com- 
mon demonstrations there are six 
shadow boxes, each with a differ- 
ent light source all of which might 
be called “white.” The first is the 
old familiar filament source, the 
incandescent lamp. Then there is 
the first “white” fluorescent de- 
veloped, which we now call 
3500°K white (photographers will 
recognize the 3500°K as color 
temperature in degrees Kelvin). 
The next fluorescent lamp devel- 
oped was the daylight lamp which 
is “‘bluer’’ and has a color temper- 
ature of 6500°K. Since there was 
need for a light source with a 
color quality somewhere between 
these, manufacturers developed 
a 4500°K lamp. Then it was 
found that none of these fluor- 
escent sources was _ particularly 
flattering to the human com- 
plexion, so by popular demand, 
a new “white” was developed and 
called “soft white.” The next de- 
mand was for a fluorescent lamp 
which would approximate the in- 
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candescent color quality and one 
called ‘warm white” made its ap- 
pearance with a color temperature 
of approximately 3000°K. 

There are now six whites avail- 
able and they all, generally speak- 
ing, are “white.” The lower color 
temperature lamps are warmer or 
redder, the higher color tempera- 
ture lamps are cooler and bluer. 

Dietitians are, in a sense, inte- 
rior decorators and are likewise 
interested in ¢éolor, particularly 
the appearance of food under ar- 
tificial lighting. Part of the ap- 
peal of food is its color. With 
meats, dietitians want to accent 
the rich reds and browns. Obvi- 
ously, then, daylight fluorescent 
lamps are not wanted in kitchens, 
dining rooms, bedrooms or wards 
where food is prepared and eaten. 
The 4500°K lamp distorts the 
color of meats and most vege- 
tables. On the other hand, the soft 
white distorts the color of lettuce 
and green vegetables. It will make 
spinach, for instance, look black. 
We are used to the color distortions 
of filament lighting—and _ the 








warm white fluorescent lamp is 
not too different. The 3500°K 
lamps are also satisfactory wher: 
lighting levels are in the rang: 
recommended for diet kitchens— 
30 to 50 footcandles. 

Summing up, then, the artificiai 
lighting in institutional kitchens 
should be kept to a general level! 
of 30 footcandles with 50 footcan- 
dles of localized lighting on work 
areas—sinks, cutting boards, salad 
tables, range tops and the like. The 
general lighting should be soft 
from indirect lighting fixtures 
which throw their light to the ceil- 
ing or from extended light sources 
with diffusing panels of glass or 
plastic. f 

Local lighting over working 
areas should be shielded to pre- 
vent direct glare, should be high 
enough to illumine deep cooking 
utensils and, preferably, should 
be provided with diffusing panels 
to minimize reflected glare. If 
local lighting is fluorescent, two 
lamp units should be used to light 
moving ‘machinery such as mixers 
or slicers. 
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Cost control methods 


FooD COST CONTROL today is 
broader in scope than the mere 
clerical work involved in render- 
ing reports. Cost control in any 
feeding operation, according to 
George L. Wenzel, restaurant con- 
sultant of Austin, Texas, is de- 
pendent on food cost control, man- 
hour control and serving portion 
control. Neglect of any one of these 
will run costs far out of line. 

To illustrate the many factors 
in controlling costs, Mr. Wenzel 
divides cost control into four divi- 
sions: Food, budget, wages and 
percentages. Each division is en- 
compassed by three factors related 
to proper control. 

Employers who understand how 
to fit all these factors of control 
together and who will train their 
employees to complete their work 
properly will accomplish better re- 
sults in a shorter time. 
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Cost: Food cost depends on three 
factors: 

1. Purchasing control — Each 
food item should be purchased ac- 
cording to a standard specification 
which meets the specific require- 
ments of the institution. As an ex- 
ample, the specification for a rib 
of beef should read: Grade—U.S. 
good; weight—18 to 22 pounds; 
measurement—9 inches from chine 
bone to rib end. 

2. Production control — Each 
purchased food item should be un- 
derstood by manager and em- 
ployee to have a potential yield of 
a definite number of serving por- 
tions. Turkey should yield two 
portions per raw pound; a seven- 
rib cut of beef, weighing 18 to 22 
pounds, should yield 28 portions. 

3. Portion control—Each item of 
food should be listed on a portion 
chart. This is used to order correct 
amounts of portions needed to fill 
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For patient trays... 


POLAR WARE 


Stainless Steel Compartment Plate 


———— 








the most economical compartment plate that you can buy. 


There is much to be said for Polar Ware stainless 
steel compartment plates — and all of it is for the 
good of the patient, the hospital, and you, as dietary 
supervisor. 

In the sickroom these good-looking plates have 
all of the satin beauty of a sterling silver service, 
favorably reflect your clean, sanitary kitchen. And 
because they are practically unbreakable, com- 
pletely immune to temperature changes or acciden- 
tal dropping, there is almost no replacement cost 
to figure. Hospital managers like that. In the kitchen, 
where your supervision counts, these durable, light- 
weight plates are easy to handle, help take the 
fatigue out of the preparation of trays. 


For these good reasons, and many more, Polar 
Ware stainless steel compartment plates are being 
adopted for service by large and small hospitals 
from coast to coast. The more you think about it, 
the more obvious their use becomes. Call on the 
supply houses serving you for complete information. 
You'll find the best of them carry this pioneer line 
of stainless ware that has been time-proved in 
service since 1926. : 

The Polar Ware line is complete in stainless steel 
or triple-coated porcelain enamel on steel. If you 
prefer, you are invited to write 
directly. 


3500 MEV CT LO 


Po l ar War e C © .« sHEBOYGAN, WISCONSIN m 
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ment requirements and to provide 
information for employees in ob- 
tairiing anticipated yields. The por- 
tion’ chart should list each item, 
givihg unit weight or measure- 
merit, weight of serving portion 
and yields in portions. For example 
—trib of beef, 18 to 22 pounds, five- 
ounte cooked portion, 28 portions 
per seven-rib. 

Budget control: There are two 
requirements for keeping within 
an éstablished budget allowance. 
Thege are: (1) Daily food cost rec- 
ord$ which should show the 
amount of daily purchases or re- 
quisition issues, classified by food 
items; (2) weekly food cost rec- 
ords, The daily cost of classified 
item$ should be totaled each seven 
days and the percentages spent for 
the Various items calculated. This 
information then is compared with 
the pércentages established for the 
food elassification under the bud- 
get. Hospitals can arrive at a 
standard percentage through a re- 
view of commodities used. 

Wage control: The third control 
factor is that of wages. Control of 
wages is related to total man hours, 
rate per man hour and income per 
man hour. 

According to Mr. Wenzel, figur- 
ing labor costs in terms of man 
hours makes the employer more 
conscious of hours saved. Utilizing 
man hours to the best advantage 
enables an institution to increase 
the hourly rate. For example, 200 
man hours at 60 cents per hour is 
$120, whereas 180 man hours at 65 
cents per hour would lower the 
cost to $117. 

Percentages: Three percentages 
are used as a means of measuring 
the efficiency of operation: Food, 
payroll and operating cost. 

The ideal food cost percentage in 
restaurants is 40 per cent. Hospi- 
tals and institutions with no rent 


charge or profit to be earned may 


operate on a 50 to 55 per cent food 
cost. Industrial and school cafe- 
terias often operate on a 60 per 
cent food cost. Establishing a bud- 
get for food expenditure and con- 
trolling costs in accord with the 
budget through daily, weekly and 
monthly records set a goal for 
maintaining the desired food per- 
centage. 

The ideal payroll percentage for 
the restaurant, according to Mr. 
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Wenzel, is 25 per cent. Many res- 
taurants achieve this with a food 
markup of three times the raw 
food cost. Most hospitals today op- 
erate on a 30 to 35 per cent payroll 
cost. 

A 15 per cent operating expense, 
including all expenditures other 
than food and payroll, is consid- 
ered good for restaurants. Institu- 
tions and industrial plants paying 
no rent or utilities consider 8 per 
cent good. 

These ideal percentages are not 
necessarily fixed. Each institution 
should study its cost breakdown in 
percentages, including cost of clas- 
sified food items, then investigate 
any weekly increase or decrease. 
Such an analysis will indicate 
where savings can be effected. 

Mr. Wenzel emphasizes that no 
manager of a feeding operation 
ever achieves low food cost, low 
payroll and low operating cost by 
accident. Top results require a 
careful daily, weekly and monthly 
watch over each item of expense. 


/ 





Some suggestions to assist in 
achieving desired results in con- 
trolling costs are: 

1. Have weekly food cost meet- 
ings of all personnel to discover 
why the cost of any one item of 
food is out of line and to stimulate 
the interest of supervisors and em- 
ployees in costs. 

2. Study each type of employee 
—cook, cafeteria worker, porter 
and others—to determine how 
one or two man hours can be 
eliminated. 

3. Speed up movement of food 
and lessen employee fatigue by 
using portable tables and trucks 
wherever possible. 

4. Hire employees for more than 
one task. Lean toward double or 
triple duty types of employees. 
Concentrate employees where 
needed in slack hours. 

5. Know how much work each 
employee can produce. With the 
proper equipment a pie baker 
should prepare 150 pies per day. 
—M.G. 
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Master Menus for December 


THE DECEMBER SERIES of the American . 
Hospital Association’s Master Menus* is 


printed below. 


This service, which has been a monthly 
feature in HOSPITALS since last February, 
is designed so that it may be used in hos- 
pitals of any size. The daily selections are 1 
prepared for one general and seven special : 
diets. General diet items are printed in 


boldface. 


To use these menus, only three simple +o 
steps are required: First, read the daily 
selections for the general and seven spe- 
cial diets; second, type the day-by-day 20. 
menu suggestions on transfer slips that are 
spaced and numbered to correspond with $s 
the Master Menu wall charts; third, attach 24. 
the completed transfer slips on the spaces 25. 
which have corresponding numbers on the 27. 
breakfast, dinner and supper wall charts. 39, 

Additional blocks of perforated transfer 30. 
slip pads and extra Master Menu kits may 39 
be purchased from the American Hospital 33. 
Association, 18 E. Division Street, Chicago 35. 
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*Copyright 1949 by the American Hospital Associ- 
ation, 








December 1 


. Half Grapefruit 

. Grapefruit Juice 

. Hominy Grits or Shredded 
Wheat 

Poached Egg 

. Link Sausage 

. Raisin Bran Muffins 


ane whore 





7. Beef Bouillon 

8. Crisp Crackers 

9. Roast Leg of Veal 

0. Roast Leg of Veal 

1. Mashed Potatoes 

2. Riced Potatoes 

3. Brussels Sprouts 

4. Sliced Beets 

15. Banana, Orange, Grape 
Salad with Coconut 

16. French Dressing 

. Cream Cheese, Guava 

Jelly, Toasted Crackers 

18. Cream Cheese, Guava 
Jelly, Toasted Crackers 

19. Lime Gelatin 

Fresh Pear 

21. Mixed Fruit Juice 





22. French Tomato Soup 

. Melba Toast 

Sealloped Ham and 
Potatoes 

Lamb Pattie 

26. Lamb Pattie 

Paprika Potato Balls 

28. Chopped Spinach 

Fresh Pineapple Fan 
Salad 

French Dressing 

31. Chocolate Cake 

. Royal Anne Cherries 

Baked Custard 

34. Unsweetened Cherries 

Orange Juice 

36. Bread 


December 2 


1. Fresh Apple 
(Continued on page 74) 
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Picture the patient's progress 


...with photograph...after photograph 


Easy to record every step in surgery or therapy with a Cine- 
Kodak Special II Camera. This superb 16-millimeter motion- 
picture camera comes with an extra-fast, color-corrected, Lumen- 
ized Kodak Cine Ektar 25mm. f/1.4 Lens. New twin-lens turret 
provides use of any two Kodak cine lenses, without physical or 
optical interference. In addition, a reflex finder ensures precise 
close-up focusing and framing. For further information on the 
many other interesting features of Cine-Kodak Special II Cam- 
era, see your nearest photographic dealer . . . or write to Eastman 
Kodak Company, Medical Division, Rochester 4, N. Y. 


Other Kodak products for the medical profession 


X-ray films; x-ray intensifying screens; 
x-ray processing chemicals; electrocar- 
diographic papers and film; cameras— 
still-picture; projectors—still- and mo- 
tion-picture; enlargers and printers; pho- 
tographic films—color and black-and 
white (including infrared); photographic 

|} papers; processing chemicals; synthetic 
f/ organic chemicals; Recordak products. 





Serving medical progress 

through Photography 

and Radiography Koda 
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. Orange Juice 
. Crisp Corn Cereal or 


Oatmeal 
Scrambled Egg 
Bacon 
Toast 


Essence of Celery Broth 
Saltines 


. Baked Halibut Steak 


10. Broiled Halibut 
11. Browned Paprika Potatoes 
12. Paprika Potatoes 
1 Green Peas 
14. Wax Beans 
15. Perfection Salad 
1 Mayonnaise Dressing 
17. Lemon Chiffon Pie 
18. Lemon Chiffon Pudding 
19. Lemon Rennet-Custard 
20. Fresh Fruit Cocktail 
21. Cherry Juice 
22. Potage Longchamps 
23. Crisp Crackers 
24. Eggs Goldenrod in Toast 
Cups—Stuffed Baked 
Potatoes 
25. Eggs Goldenrod 
26. Fluffy Omelet 
27. Baked Potatoes 
28. Asparagus Tips 
29. Tomato, Cottage Cheese 
and Chive Salad 
30. Mayonnaise Dressing 
31. Canned Pears—Ice Box 
Cookies 
32. Canned Pears 
33. Orange Gelatin Cubes 
34, Fresh Grapes 
35. Pineapple Juice 
36. Bread 
December 3 
1. Orange Halves 
2. Prune Juice with Lemon 
3. Relled Wheat or Rice 
Flakes 
4. Soft Cooked Ege 
5. Bacon 
6. Toast 
7. Consommé 
8. Paprika Crackers 
9. Lamb Shoulder Roast 
10. Roast Lamb 
11. Sealloped Potatoes 
12. Riced Potatoes 
13. Broccoli 
14. Mashed Squash 
15. Hearts of Escarole 
16. Russian Dressing 
17. Pineapple Upside-Down 
Sponge Cake, Whipped 
Cream 
18. Sponge Cake, Whipped 
Cream 
19. Strawberry Gelatin 
20. Grapefruit Sections 


21. Grapefruit Juice 


2. Cream of Spinach Soup 





22 
23. Croutons 

24..Veal Croquettes, Parsley 

Sauce 

25. Minced Veal 

26. Cold Sliced Veal 

27. Parslied Potato Balls 
28. Julienne Beets 

29. Head Lettuce Salad 

30. Chiffonade Dressing 

31. Butterscotch Brownies 
32. Home Style Peaches 

33. Soft Custard 

34. Unsweetened Peaches 
35. Tomato Juice 

36. Bread 

December 4 

1. Half Grapefruit 

2. Tomato Juice 

3. Corn Flakes or Scotch 

Bran Brose 

4. Scrambled Egg 

5. Canadian Bacon 

6. Raisin Bread Toast 

7. Beef Bouillon 

8. Saltines 

9. Turkey 4 la King 

10. Hot Sliced Turkey 

11. Candied Sweet Potatoes 
12. Steamed Rice 

13. Green Lima Beans 

14. Asparagus Tips 

15. Molded Fruit Salad 

16. Creamy Mayonnaise 

17. Rum Raisin Ice Cream 
18. Raspberry Sherbet 

19. Raspberry Sherbet 

20. Sliced Oranges 

21. Apple Juice 

22. Corn Chowder Supreme 
23. Crisp Crackers 

24. Tomato Aspie Ring with 
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Cabbage Carrot Salad— 
Toasted Cheese 
Sandwiches 


25. Broiled Lamb Pattie— 


Carrots 


. Broiled Lamb Pattie— 


Carrots 


. Baked Potatoes 
y Celery Hearts 
| Fruity Rice Pudding, 


Chilled Custard Sauce 


. Canned Fruit Cup 

. Cherry Gelatin 

. Unsweetened Fruit Cup 
. Mixed Fruit Juice 


December 5 
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. Banana 
. Apricot Nectar with 


Lemon Juice 


. Granular Wheat Cereal or 


Puffted Rice 


. Poached Ege 


Bacon 
Toast 


Consommé 


. Celery Crackers 

. Roast Beef 

. Roast Beef 

. Browned Potatoes 

. Paprika Potatoes 

. Mashed Rutabagas 

. Chopped Tender Greens ° 
15. 


Stuffed Date and Apricot 
Salad y 


. French Dressing 

. Bread Pudding 

. Bread Pudding 

. Vanilla Rennet-Custard 
. Unsweetened Apricots 


21. Tomato Juice 


. Cranberry and Pineapple 


Juice ; 


2 ; Scalloped Turkey and 


Noodles 


. Creamed Turkey 
. Cold Sliced Turkey 
. Noodles 


28. Green Peas 


. Sliced Orange Salad 
. French Dressing 


Prune Cake, Butter Cream 
Tein 


= 
. Jellied Canned Pear 


Baked Custard 
Fresh Pear 


. Beef Broth 


Bread 


December 6 
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. Emperor Grapes 
. Pineapple Juice 
. Puffed Wheat or Oatmeal 


Soft Cooked Egg 
Link Sausage 
Toast 


. Grapefruit Juice 
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. Baked Breaded Veal 


Cutlet 


. Broiled Veal Steak 
. Mashed Potatoes 


Riced Potatoes 
Brussels Sprouts 

Carrot Rings 

Molded Cranberry Salad 
Creamy Mayonnaise 


. Frosted Cup Cakes 


Plain Cup Cakes 
Whipped Lime Gelatin 
Unsweetened Cherries 
Beef Bouillon 


. Turkey Rice Soup 
3. Saltines 
. Broiled Canadian Bacon— 


Banana Scallops 


. Scrambled Eggs 


Cold Roast Beef 


. Baked Potatoes 
. Whole Green Beans 
. Celery Curls 


. Baked Apple 

. Apple Sauce 

. Soft Custard 

. Unsweetenel Apple Sauce 
. Tomato Juice 

. Corn Bread 


December 7 
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. Tangerines 
. Grapefruit Juice 
. Farina or Shredded 


Wheat 


. Poached Ege 


Bacon 





. Toast 


. Beef Broth 
. Crisp Crackers 
. Roast Leg of Lamb 
. Roast Lamb 
. Parslied Potatoes 
. Parslied Potatoes 
. Creole Corn 
. Garden Spinach 
. Pear with Grated 


American Cheese Salad 


. French Dressing 
. Vanilla ice Cream— 


Chocolate Sauce 


. Vanilla Ice Cream— 


Chocolate Sauce 


. Lemon Sherbet 
. Fresh Pear 
. Apricot Nectar 


. Cream of Celery Soup 
. Toasted Crackers 
. Hamburger with Chopped 


Olives on Toasted Bun— 
Potato Chips 


. Beef Pattie—Asparagus 
Tips 

. Beef Pattie—Asparagus 
Tips 

. Cubed Potatoes 

. Sliced Tomato on Lettuce 


. Banana Cream Pie 


32. Sliced Bananas in Orange 
Juice 

33. Cream Pudding 

34. Fresh Orange Cup 

35. Pineapple Juice 

36, ———— 

December 8 

1. Tomato Juice 

2. Tomato Juice 

3. Bran Flakes or Oatmeal 
4. Serambled Ege 

5. Grilled Ham 

6. Butterscotch Pecan Buns 
7. Consommé 

8. Saltines 

9. Smoked Tongue, Raisin 

Sauce 

10. Broiled Veal Chop 

11. Mashed Potatoes 

12. Paprika Rotatoes 
13. Kale with Lemon 

14. Baked Squash 
i Waldorf Salad 

17. Prune Whip 

18. Prune Whip 

19. Chocolate Rennet-Custard 
20. Fresh Apple 

21. Orange Juice 


. Vegetable Soup 


23. Crisp Crackers 


. Hot Roast Pork Sandwich, 


Gravy 


25. Minced Lamb 


. Cold Roast Lamb 

. Parslied Potato Balls 

. Quartered Carrots 

. Head Lettuce Salad 

. Chiffonade Dressing 

. Raspberry Sherbet 

. Raspberry Sherbet 

3. Raspberry Sherbet 

. Unsweetened Pineapple 
5. Grapefruit Juice 


December 9 


aos who 


. Orange Halves 
. Apple Juice 
. Rolled Wheat or Crisp 


Rice Cereal 
Soft Cooked Ege 


. Bacon 
. Toast 


. Tomato Juice 
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. Fried Scallops, Tartar 


Sauce 


. Broiled Flounder 
. Mashed Potatoes 


Riced Potatoes 
Sliced Beets 


. Asparagus Tips 
. Cream Coleslaw 


Apple Dumping 


. Vanilla Blanc Mange 
. Lemon Gelatin Cubes 
. Unsweetened Fruit 


Compote 


. Cream of Celery Soup 


. Cream of Mushroom Soup 
. Melba Toast 
. Salmon Pattie, Parsley 
Sauce 
. Creamed Salmon 














6. Cold Salmon on Lettuce 
7. Baked Potatoes 

8. Green Peas 

29. Celery Curls 


31. Pineapple, Apricot and 
Plum Compote 

32. Canned Peeled Apricots 

33. Vanilla Blanc Mange 

34. Unsweetened Apricots 

35. Grape Juice 

36. Parker House Rolls 


December 10 


. Half Grapefruit 

Blended Juice 

Crisp Corn Cereal or 
Oatmeal : 

Poached Ege 

. Bacon 

Cinnamon Breakfast 
Muffins 


oot one 


Beef Broth 

. Crisp Crackers 
Meat Loaf—Gravy 
Broiled Beef Pattie 
O’Brien Potatoes 
Baked Potatoes 
Baked Paprika Onions 
Julienne Green Beans 
Two Decker Tomato 

Cottage Cheese Salad 
6. Mayonnaise Dressing 
7. Seedless Grapes 
4 Apricot Charlotte 
) 
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. Caramel Rennet-Custard 
0. Fresh Grapes 
1. Mixed Fruit Juice 


22. Split Pea and Celery Soup 

23. Saltines 

24. Serambled Eggs and 
Noodles—Grilled 
Chicken Livers 

25. Scrambled Eggs and 
Noodles 

26. Scrambled Eggs—Chicken 
Livers 

7. Noodles 

8. Chopped Spinach with 

Lemon 

29. Fresh Pear and Grape 
Salad 

30. French Dressing 

31. Sponge Jelly Roll 

32. Cottage Cheese, Jelly, 
Toasted Crackers 

33. Strawberry Gelatin 

34. Sliced Oranges 

35. Apple Juice 

36. Bread 


December 11 


1. Orange Halves 

. Orange Juice 

Farina or Raisin Bran 
Flakes 

Soft Cooked Ege 

. Grilled Sausage Cake 

. Toast 
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Consommé 

. Celery Wafers 

. Fried Chicken 

. Hot Sliced Chicken 

. Baked Mashed Sweet 
Potatoes with 
Marshmallow Topping 

. Steamed Rice 

. Broccoli 

. Diced Beets 

. Grapefruit, Red Apple 
Section Salad 

. French Dressing 

. Vanilla Ice Cream 

. Vanilla Ice Cream 

Orange Sherbet 

Grapefruit Sections 

Grapefruit Juice 
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Tomato and Celery Soup 

Saltines 

. Welsh Rarebit on Toast— 

Crisp Bacon 

25. Welsh Rarebit on Toast— 
Crisp Bacon 

6. Broiled Lamb Chop 

7. Baked Potatoes 

8. Asparagus Tips 

29. Green and Red Cabbage 
Salad 

30. Sour Creom Dressing 

31. Home Style Peaches 

32. Home Style Peaches 

23. Soft Custard 

34. Unsweetened Peaches 

35. Pineapple Juice 
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December 12 


1. Tomato Juice 

2. Tomato Juice 

3. Shredded Wheat or 
Hominy Grits 
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5 Reasons why YOU CAN CUT COSTS 


WITH THE 


New. Magic Chef Gas Fryer 


] SAVES FAT. Only 30 Ibs. required. 




























Even heat distribution and control 
prevent scorching. Sediment falls 


and stays in cool zone of tank. 


? SAVES GAS. Less fat to keep hot. 
Precision thermostat and com- 
plete insulation assure economical 


operation. 


3 SAVES TIME because of fast pre- 
heating, fast heat recovery. Heat 


rise averages 21° per minute. 


4 EASY TO OPERATE. Automatic 
lighting, protected by a safety shut- 
off, makes the Magic Chef fryer a 





pleasure to use. 






EXCLUSIVE TANK DESIGN MAKES 
THE BIG DIFFERENCE! 


This smooth, open vat-type tank is the most 
practical, most efficient yet developed. It is 
a Magic Chef exclusive. No obstacles to make 
cleaning difficult. Maintains effective 3-inch 
frying depth; sediment drains through sim- 
ple valve. 


5 EASY TO CLEAN. Simply drain 


and wipe. No corners to scour, no 






tubes to scrub. 










Yes, here’s performance, economy, and con- 
venience far beyond any fryer you have ever 
used. For details, ask your local Magic Chef 
Heavy Duty Dealer or write — 








AMERICAN STOVE COMPANY 
3201 HARVARD AVENUE * CLEVELAND 5, OHIO 
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. Serambled Egg 
Bacon 
. Coffee Ring 


Beef Bouillon 
Crisp Crackers 
. Stuffed Breast of Veal— 
Cranberry Sauce 
- Broiled Steak 
. Browned Potatoes 
. Baked Potatoes 
. Caulifiower.... 
- Mashed Hubbard Squash 
. Esearole, Grapes, Sliced 
Kumquat Salad 
. French Dressing 
17. Maple Cup Custard 
18. Maple Cup Custard 
19. Cherry and Lemon Gelatin 
20. Unsweetened Fruit Cup 
21. Orange Juice 


Pe pet fat fed ft fed 
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22. Cream of Broccoli Soup 

23. Croutons 

24. Chopped Beef and Mush- 
room Sauté on Toast 

25. Minced Veal on Toast 

26. Diced Veal 

27. Parslied Potato Balls 

28. Carrot Balls 

29. Raw Spinach, Lettuce and 
Radish Salad 

30. Oil Dressing 

31. Baked Apple 

32. Baked Peeled Apple 

33. Maple Cup Custard 

34. Fresh Apple 

35. Apricot Nectar 


December 13 


Half Grapefruit 

. Grapefruit Juice 

- Oatmeal or Puffed Rice 
Poached Ege 

Bacon 

Toast 


_ 
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Beef Broth 

. Saltines . 

- Ham Loaf—Spiced Peach 

- Broiled Veal Chop 

. Baked Potatoes 

. Baked Potatoes 

. Green Peas 

. Wax Beans 

. Lettuce, Chicory and 
Tomato Quarters 

Oil Dressing 

. Date Torte, Whipped 

Cream 
18. Vanilla Blanc Mange— 
Whipped Cream 
19. Vanilla Blane Mange 
+ Unsweetened Apricots 
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-. Blended Juice 


22. Cream of Brown Onion 
Soup 

23. Crisp Crackers 

24. Sautéed Liver—Duchess 
Potatoes 

25. Broiled Liver 

26. Broiled Liver 

27. Riced Potatoes 

28. Sliced Beets 

29. Tossed Green Salad 

30. Vinaigrette Dressing 

31. Fruit Cup 

32. Canned Fruit Cup 

33. Raspberry Gelatin 

34. Unsweetened Fruit 
Compote 

35. Orange Juice 

36. Corn Muffins 


December 14 


1. Sliced Oranges 

2. Prune Juice 

3. Rice Flakes or Granular 
Wheat Cereal 

4. Soft Cooked Ege 

5. Grilled Ham 

6. Raisin Bread Toast 

7. Consommé 

8. Crisp Crackers 

9. Beef Pot Roast with 
Vegetables 

0. Broiled Lamb Pattie 

1. Mashed Potatoes 

2. Riced Potatoes 

3. Parslied Sliced Turnips 

4. Julienne Carrots 

5. Peach Cup Salad with 

Cream Cheese and Nuts 

16. Mayonnaise Dressing 

17. Black Cherry Sundae 

18. Black Cherry Sundae 

19. Raspberry Sherbet 

20. Unsweetened Cherries 

21. Pineapple Juice 


1 
1 
1 
1 
1 
1 





22. Cream of Mushroom Soup 

3. Melba Toast 

4. Shrimp Creole on Hot 
Rice 


9 
9 


76 


35, 
36. 


5. Minced Beef 

. Cold Sliced Pot Roast 
. Steamed Rice 

. Chopped Spinach with 


Egg Garnish 


. Head Lettuce Salad 
. French Dressing 
. Lemon Cup Cakes, 


Lemon Icing 


. Orange Sections 
. Baked Custard 
. Fresh Grapes 


Tomato Juice 
Bread 


December 15 


Pee eters 


. Blended Juice 


Blended Juice 

Farina or Wheat Flakes 
Poached Ege 

Bacon 

Toast 


Beef Bouillon 
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Wheat Wafers 


. Creamed Chicken on Bis- 


cuits—Cranberry Sauce 
Hot Sliced Chicken 


. Saratoga Potatoes 

. Noodles 

. Brussels Sprouts 

. Acorn Squash 

. Lettuce, Endive and 


Watercress Salad 


. Chiffonade Dressing 
. Sliced Pineapple—Choco- 


late Chip Cookies 


. Orange Juice—Chccolate 


Chip Cookies 


. Lemon Rennet-Custard 
. Fresh Pineapple 
. Orange Juice 


. Cream of Pea Soup 
. Saltines 


24. Mixed Grill—Chicken 


Livers, Mushrooms, 
Grilled Sweet Potatoes 


25. Broiled Bacon—Peas 


. Broiled Lamb Chop—Peas 
27. Baked Sweet Potatoes 


. Esearole Salad 

. Russian Dressing 

. Rice Apricot Pudding 
. Steamed Rice, Apricot 


Sauce 


. Cherry Gelatin 

. Unsweetened Apricots 
. Grapefruit Juice 

. Bread 


December 16 
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. Seedless Grapes 


Orange Juice 


. Puffed Whenrt or Cornmeal 
. Serambled Ege 


Link Sausage 


. Toast 





. Consommé 
. Crisp Crackers 
. Baked Salmon Steaks 


Broiled Salmon Steaks 

Steamed Potatoes, Parsley 
Cream Sauce 

Parslied Potatoes 

Corn O’Brien 

Asparagus Tips 

Head Lettuce Salad 

Cucumber Mayonnaise 


. Latticed Red Cherry Pie 
. Baked Custard 

. Raspberry Gelatin 

. Diced Orange Cup 

. Mixed Fruit Juice 





22. 
2 


Savory Potato Soup 


3. Toasted Crackers 

. Cheese Omelet 

. Cheese Omelet 

. Omelet—Chicken Livers 
. Baked Potatoes 

. Julienne Green Beans 


29. Tomato and Watercress 


Salad 


. French Dressing 

. Honey Baked Bese Pear 

. Honey Baked Peeled Pear 
. Baked Custard 

. Fresh Pear 

. Apple Juice 

. Bread 


December 17 


woe 


ove 


. Half Grapefruit 
. Tomato Juice 


Granular Wheat Cereal or 
Rice Flakes 


. Soft Cooked Egg 
. Canadian Bacon 
. Toast . 





8. 


Beef Broth 
Saltines 





9. Roast Lamb—Mint Jelly 
0. Roast Lamb 
. Steamed Rice 


12. Steamed Rice 


. Baked Hubbard Squash 
. New Beets and Greens 
. Chef’s Salad Bowl 

. French Dressing 

. Dutch Apple Cake, 


Lemon Sauce 


. Plain Cake, Lemon Sauce 
. Lemon Rennet-Custard 
. Unsweetened Fruit 


Compote 


. Grape Juice 


. French Onion Soup 
. Crisp Crackers 
. Salisbury Steak—Hashed 


Brown Potatoes 


25. Broiled Beef Pattie 


. Broiled Beef Pattie 

. Cubed Potatoes 

. Green Peas 

. Celery Cabbage Salad 
. French Dressing with 


Crumbled Cheese 


. Chocolate Pudding 

. Apple Sauce 

. Soft Custard 

. Unsweetened Apple Sauce 
. Orange Juice 

. Bread 


December 18 


Aaoime cone 


. Banana 
. Pineapple Juice 


Corn Flakes or Oatmeal 


. Scrambled Egg 


Bacon 
Hard Rolls 


. Consommé 


led eden! 
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Crisp Crackers 


. Roast Chicken with 


Celery Stuffing 
Roast Chicken 


. Whipped Potatoes 


Riced Potatoes 

Lima Beans and Whole 
Kernel Corn 

Cut Wax Beans 

Cinnamon Apple Salad 


. Coconut Ice Cream 
. Lime Sherbet 

. Lime Sherbet 

. Fresh Grapes 

. Apricot Nectar 


. Cream of Tomato Soup 
. Saltines 
. Deviled Egg, Sliced Cheese 


—Creamed Potatoes and 


Peas 
5. Minced Lamb—Baked 


Squash 


26. Cold Roast Lamb—Baked 


Squash 


. Parslied Potato Balls 





. Asparagus Pimiento Salad 
. French Dressing 
. Grapefruit Sections with 


Grenadine 


32. Grapefruit Sections 


. Vanilla Rennet-Custard 
. Grapefruit Sections 

. Blended Juice 

. Rye Bread 


December 19 
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. Orange Halves 
. Orange Juice 
. Farina or Crisp Rice 


Cereal 


. Poached Ege 
. Bacon 
. Toast 


Beef Bouillon 


. Paprika Crackers 
. Roast Fresh Ham, Spiced 


Prunes 


. Broiled Veal Pattie 
- Roast Potatoes 

. Paprika Potatoes 

. Mashed Rutabagas 
. Fresh Spinach 

. Julienne Beet and 


Escarole Salad 


. Horseradish French 


Dressing 


. Apple Snow 

. Apple Snow 

. Whipped Cherry Gelatin 
. Fresh Apple 

. Pineapple Juice 


. Vegetable Soup 
3. Crisp Crackers 
. Baked Rice and Meat in 


Cabbage Rolls 


5. Baked Rice and Meat 
. Cold Sliced Chicken 

. Steamed Rice 

. Sliced Carrots 


29. 


30. 
31. 


32. 
33. 
34. 
35. 
36. 








Fresh Pear and Cottage 
Cheese Salad 
Creamy Mayonnaise 
‘Angel Food Cake, 
Chocolate Chip 
Whipped Cream 
Angel k'ood Cake 
Baked Custard 
Unsweetened Peaches 
Grape Juice 
Bread 


December 20 


one 


. Tomato Juice 
. Tomato Juice 
. Shredded Wheat or 


Hominy Grits 


. Soft Cooked Ege 
. Link Sausage 


Toast 


. Consommé 
. Crisp Crackers 
. Swiss Steak 
. Broiled Steak 
. French Fried Potatoes 
. Parslied Potato Balls 
. Cauliflower Polonaise 
. Baked Squash 
. Sliced Head Lettuce Salad 
. Blue Cheese French 


Dressing 


7. Cup Cakes with Orange 


Marshmallow Sauce 


. Cup Cakes with Orange 


Marshmallow Sauce 


. Strawberry Rennet- 


Custard 


. Sliced Oranges 
. Grapefruit Juice 


. Corn Chowder 
. Saltines 


24. Frankfurters Stuffed with 


Cheese and Bacon Wrap 
—Baked Potatoes 


. Grilled Bacon 

. Broiled Lamb Pattie 
. Baked Potatoes 

. Green Beans 

. Tossed Salad 

. French Dressing 
. Apple Sauce 

. Apple Sauce 

. Soft Custard 

. Fresh Pineapple 

. Mixed Fruit Juice 
. Finger Rolls 


December 21 


. Half Grapefruit 
. Grapefruit Juice 
. Rolled Wheat or Bran 


Flakes 


. Scrambled Ege 


Bacon 
Honey Buns 


. Pineapple Juice 


20. 
21. 
22. 


23. 


. Roast Leg of Veal with 


Dressing 


. Roast Veal 

. Mashed Potatoes 

. Riced Potatoes 

. Paprika Onions 

. Asparagus Tips 

. Shredded Carrot, Raisin 


and Nut Salad 


: Strawberry Ice Cream 
. Vanilla Ice Cream 


Raspberry Sherbet 
Fresh Pear 
Cream of Vegetable Soup 





Tomato Rice Soup 
Crisp Crackers 


. Scalloped Oysters— 


Potato Chips 


. Broiled Fillet of Haddock 
. Broiled Fillet of Haddock 
. Cubed Potatoes 

. Sliced Beets 

. Celery Curls 





. Fruit Cup 

. Canned Fruit Cup 

. Baked Custard 

. Unsweetened Fruit Cup 
5, Pineapple Juice 

. Bread 


December 22 
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. Tangerines 


Orange Juice 
Puffed Rice or Oatmeal 
Soft Cooked Eggs 


. Grilled Ham 
. Toast 


. Beef Bouillon 
. Crisp Crackers 


Shepherd’s Lamb Pie 
Broiled Lamb Pattie 
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for 


Cafeteria and 
Athletic Department 


supplied by 


SINGLE GAS SYSTEM 


PEAK DEMANDS or off-peak loads never affect the supply 
of even-temperature hot water from the automatic 
GAS system in Central College’s Main Building. 
Though the uses vary widely—for showers, wash- 
rooms, cafeteria dishwasher—and reach a peak of 
200 gallons-per-hour, the flexible GAS Water Heating 
System fulfills all the requirements. 

The installation at Central College is designed for 
a faculty and student body of less than 600. But it 
typifies the simplicity of equipment, and economy 
of operation, found in accurately-sized GAS Water 
Heating Systems. 

Actually, volume water heating with GAS is the 
ideal method for any school, college, hospital, or 
institutional needs. Compact, efficient, automatic 
GAS Water Heating Systems are available in sizes for 
every volume water heating demand. Your Gas Com- 
pany Representative will analyze your requirements 
—call him soon. 



















GAS Water Heating System which supplies hot water 
to main building 





Central College of Iowa, Pella, lowa 





Photos courtesy of A. O. Smith Corp., Milwaukee, 
Mfrs. of SMITHway-BURKAY GAS Water Heaters 






AMERICAN GAS ASSOCIATION 


420 LEXINGTON AVENUE, NEW YORK 17, N. Y. 
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32. 
33. 
34. 
35. 
36. 


- Mashed Potatoes (on pie) 


Paprika Potatoes 

Baked Eggplant Slice 

Green Beans 

Grapefruit, Stuffed Prune 
Salad, Cherry Garnish 

French Dressing 


. Apricot Pie 
. Lemon Snow Pudding, 


Custard Sauce 


. Lemon Snow Pudding 
. Grapefruit Sections 
. Grape Juice 


. Cream of Celery Soup 
. Saltines 
. Broiled Tomato on Toast, 


Rarebit Sauce, 
Bacon atop 


. Minced Veal—Broiled 


Tomato 


. Diced Veal—Baked 


Tomato 


. Parslied Potato Balls 


. Cauliflower and Green 


Pepper Salad 


. Chiffonade Dressing 
. Fraited Gelatin—Whip 


Topping 
Canned Fruit Gelatin 
Soft Custard 
Fresh Grapes 
Tomato Juice 


December 23 
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. Fresh Pear 
. Tomato Juice 
. Farina or Raisin Bran 


Flakes 
Poached Ege 


. Bacon 


Whole Wheat Raisin 
Toast 


. Essence of Celery Broth 
. Saltines 

. Baked Mackerel 

. Broiled Mackerel 

. O’Brien Potatoes 


Cubed Potatoes 


. Stewed Tomatoes and 


Diced Celery 


. Carrot Balls 

. Jellied Vegetable Salad 
. Mayonnaise Dressing 

. Baked Custard, Rum 


Custard Sauce 


. Baked Custard with Jelly 
. Strawberry Rennet- 


Custard 


. Unsweetened Cherries 
1. Grapefruit Juice 


. Cream of Asparagus Soup 
. Croutons 
. Tuna Bake with Cheese 


Swirls 


5. Creamed Tuna on Toast 
. Cold Tuna on Lettuce 


27. Baked Potatoes 


. Green Peas 
. Sliced Orange and 


Watercress Salad 


. French Dressing 

. Shadow Layer Cake 

. Royal Anne Cherries 

. Lime and Cherry Gelatin 


Cubes 


. Fresh Pear 
35. 
36. 


Mixed Fruit Juice 
Bread 


December 24 
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. Blended Juice 
. Biended Juice 
. Corn Flakes or Rolled 


Wheat 


. Scrambled Egg 


Bacon 
Toast 


Beef Broth 


Pe ek kk al pel 
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Celery Crackers 


. Baked Ham 

. Broiled Lamb Chop 

. Baked Sweet Potatoes 
. Baked Potatoes 

. Brussels Sprouts 


Sliced Beets 
Waldorf Salad 


. Lemon Sherbet—Christ- 


mas Wreath Cookies 
Lemon Sherbet—Star 
Cookies 


. Lemon Sherbet 
. Fresh Apple 
. Apricot Nectar 


. Cream of Tomate Soup 
. Saltines 
. Assorted Cold Cuts— 


Steamed Rice with 
Pimiento 


5. Broiled Beef Pattie— 


Spinach 





. Broiled Beef Pattie— 


Spinach 


. Steamed Rice with 


Pimiento 


: Asparagus Salad 
. French Dressing 
. Soft Orange Custard Cup, 


Whipped Cream, Sliced 
Red and Green Cherry 


. Canned Peaches 

. Baked Custard 

. Diced Orange Cup 

. Pineapple Juice 

. Hot Biscuits—Honey 


Butter 


December 25 


~1 


<© 00 


10. 
ii, 
. Snowflake Potatoes 
13. 


oem whe 


. Minced Turkey 


. Emperor Grapes 
. Orange Juice 
. Granular Wheat Cereal or 


Rice Flakes 
Poached Egg 
Canadian Bacon 


. Toast 


. Grapefruit Juice or 


Grapefruit Avocado 
Pomegranate Cocktail 


, Roast Turkey, Bread 


Stuffing—Giblet Gravy— 
Cranberry Sauce 

Roast Turkey 

Snowflake Potatoes 


Green Beans or Julienne 
Yellow and White 
Turnips 


4. Mashed Squash 
. Hearts of Lettuce with 


Red and Green Pepper 
Stars 


. French Dressing 
. Plum Pudding with Hard 


Sauce 


. Santa Claus Ice Cream 


. Raspberry Sherbet 
. Fresh Fruit Plate 
. Consommé 


. Oyster Stew 
. Oyster Crackers 
. Tomato Poinsettia Salad— 


. 


Cream Cheese and 
Stuffed Olive, and 
Minced Ham Sandwiches 
Green 





Beans 


. Cold Sliced Turkey— 


Tomato Salad 


. Baked Potatoes 
. Celery Hearts 


. Fruit Cake 
. Pear with Cherry in 


Lime Gelatin 


. Santa Claus Ice Cream 


Molds 


4. Fresh Pineapple Cup 
5. Mixed Fruit Juice 


. Tomato Juice 
. Tomato Juice 


Crisp Corn Cereal or 
Oatmeal 
Soft Cooked Egg 


. Bacon 


Toast 


Beef Bouillon 


. Crisp Crackers 

. Roast Shoulder of Lamb 
. Broiled Veal Pattie 

. Browned Potatoes 

. Paprika Potatoes 

. Peas and Diced Turnips 

. Quartered Carrots 

. Cabbage, Pineapple and 


Marshmallow Salad 


. Creamy Mayonnaise 
. Raspberry Shortcake 


Strawberry Gelatin 


é Strawberry Gelatin . 
. Half Grapefruit 
. Grapefruit Juice 


2. Turkey Rice Soup 
. Saltines 


24. Salad Plate—Sliced Pine- 


. Cold Diced Lamb 


apple, Cottage Cheese 
Nut Balls, Orange Slices 
—Minced Turkey 
Sandwich 


. Minced Lamb—Sliced 


Beets 
Sliced 
Beets—Lettuce Wedge 





. Parslied Potato Balls 
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. Maraschino Cherry Cake 
. Canned Peeled Apricots 
3. Baked Custard 

. Unsweetened Apricots 

. Apple Juice 


December 27 


Orange Slices 
Orange Juice 
Farina or Shredded Wheat 


. Scrambled Egg 
. Grilled Ham 


Raisin Toast 


Beef Broth 


Melba Toast 
Short Ribs of Beef 


. Broiled Steak 

. Steamed Rice 

. Steamed Rice 

. Browned Parsnips 

. Chopped Tender Spinach 


Peach and Cottage Cheese 
Salad 


. Creamy Mayonnaise 
. Cream Pie in Graham 


Cracker Crust 


. Cream Pudding 

. Chocolate Rennet-Custard 
. Red Apple 

. Grape Juice 


: Oxtail Soup 
. Crisp Crackers 
. Eggs.a la King on Corn 


Bread 


. Creamed Eggs 

. Fluffy Omelet 

. Baked Potatoes 

. Asparagus Tips 

. Tomato and Watercress 


Salad 


’. French Dressing 

. Royal Anne Cherries 

. Royal Anne Cherries 

. Cream Pudding ’ 
. Unsweetened Cherries 
. Pineapple Juice 


December 28 
. Blended Juice 


Blended Juice 

Wheat Flakes or Hominy 
Grits 

Poached Ege 

Bacon 


. Toast 


. Consommé 
. Saltines 
. Country Fried Liver with 


Onions 


. Broiled Liver 

. Potatoes au Gratin 
. Cubed Potatoes 

. Broccoli 


Sliced Beets 


. Avocado Orange Cress 


Salad 


. French Dressing 
. Chocolate Whipped Cream 


Roll 


. Chocolate Whipped Cream 


Roll 


. Whipped Orange Gelatin 
. Unsweetened Fruit 


Compote 


. Mixed Fruit Juice 
. Tomato Juice 


i Spoon Bread, Link Sau- 


sage and Apple Ring 


5. Broiled Fillet of Cod 
. Broiled Fillet of Cod 
. Paprika Potatoes 
. Whole Green Beans 
29. Crisp Green Salad 
. Herb French Dressing 
. Banana and Orange Cup 
. Banana and Orange Cup 
. Soft Custard 
34. Sliced Oranges 
5. Beef Broth 
. Bread 


December 29 
. Fresh Pear 


. Prune Juice 
. Rolled Wheat or Corn 


Flakes 
Scrambled Ege 
Bacon 
Cinnamon Coffee Cake 


Tomato Bouillon 
Celery Crackers 


. Roast Beef au Jus 
. Roast Beef 


Baked Potatoes 
Baked Potatoes 
Mashed Squash 


. Sliced Tender Turnips 
. Molded Ginger Ale Salad 
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25. Minced Beef. 
26. Cold Roast Beef— 





. Creamy Mayonnaise 

. Caramel Nut Ice Cream 
. Lime Sherbet 

. Lime Sherbet 

. Fresh Grapes 

21. Apricot Nectar 


. Split Pea Soup 
. Crisp Crackers 
. Sautéed Mushrooms and 


Almonds on Rice 


. Lamb Pattie 

. Lamb Pattie 

. Steamed Rice 

. Green Peas 

. Head Lettuce Salad 

. Chiffonade Dressing 

. Red Cherry Crisp 

. Apple Sauce 

. Baked Custard 

. Unsweetened Apple Sauce 
. Orange Juice 

. Toasted French Bread 


December 30 
. Half Grapefruit 


. Grapefruit Juice 
. Crisp Rice Cereal or Corn 


Meal 


. Soft Cooked Egg 
. Link Sausage 


Toast 


. Beef Broth 
. Saltines 
. Fried Oysters, Tartar 


Sauce 


. Broiled Halibut 

. Mashed Potatoes 

. Parslied Potatoes 

. Stewed Tomatoes 

. Asparagus Tips 

. Cabbage, Green Pepper 


and Pimiento Slaw 


; Chilled Canned Apricots— 


Ice Cream Cookies 


. Soft Custard Fruit Cup— 


Ice Cream Cookies 


. Raspberry Gelatin 
. Unsweetened Apricots 
. Pineapple Juice 


. Cranberry Juice Cocktail 


Baked Macaroni and 
Cheese 


5. Creamed Salmon 
. Broiled Salmon 


Baked Potatoes 


. Spinach with Lemon 
. Banana and Grape Salad 
. Creamy Mayonnaise 
. Chocolate Cake Squares 
. Vanilla Blane Mange 
. Vanilla Blanc Mange 
. Diced Orange Cup 
5. Beef Bouillon 
. Bread 


December 31 


1. Seedless Grapes 
. Apricot Nectar with 


Lemon Juice 


. Farina or Wheat and 


Barley Kernels 


. Poached Ege 
. Bacon 
. Toast 


. Consommé 
. Wheat Wafers 
. Veal Birds with Savory 


Stuffing 


. Broiled Veal Steak 
. Paprika Potatoes 


Paprika Potatoes 
Whole Green Beans 
Carrot Balls 
Cranberry and Orange 
Relish on Lettuce 


Lemon Snow Pudding, 
Custard Sauce 
Caramel Rennet-Custard 


. Caramel Rennet-Custard 
. Unsweetened Fruit Cup 
. Tomato Juice 


. Cream of Mushroom Soup 
. Crisp Crackers 
. Ham and Asparagus on 


Melba Toast, Cheese 
Sauce 
Sliced Beets 





Sliced Beets 


. Parslied Potato Balls 
. Grapefruit Red Apple 


Section Salad 


. French Dressing 

. Snow Ball Cakes 

. Lemon Snow Pudding 
. Lemon Snow Pudding 
. Unsweetened Peaches 
. Orange Juice 

. Bread 
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When patients’ diets call for safe, gentle 

A single serving (1 ounce, dry weight of Pettijohn's, 
with sugar and four ounces of milk) makes this con- 
flaked whole wheat cereal. tribution to the minimum daily adult requirements: 
TG 5 Ss eee ee eee ee eee 
RIBGHGVIN «ik te ee ee ee UR 


in its natural form .. . provides the safe, I ee See ig a sien eso ly 
Gane. Sas’ ee ew 6 tere eC 


bulk, serve Pettijohn’s, the delicious hot 


Pettijohn’s contains warm, moist bran 


gentle bulk your patients need. And PaneMNiOE!.” os aod 0.0260 


ned Pa 4 -cwee av ‘ 
Pettijohn’s delightful nut-sweet flavor and install. 


: . P f proteins, mineral 
flaky, whole-grain texture make it a prime OT a 


breakfast favorite with even the most 
listless appetites. 

Plan to add Pettijohn’s to your dietary 
menus now. Takes but five minutes to pre- 


C , THE QUAKER OATS COMPANY 
are. Costs scarcely a penny per serving. 
P es © 8 CHICAGO 4, ILLINOIS 
Pettijohn’s—the ideal solution whenever a 


soft-bulk diet is indicated. 
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a. s. aloe ¢ 


Above is a 
corner of one of a 
number of recent laboratory 
installations in many varied 
fields of industry, sctence 
and research. 


you can save by using a. s. aloe 


as your complete source for 


laboratory supplies 


Whether you are expanding, buying replace- 
ment equipment, or planning a new laboratory, 
one complete ‘source for your laboratory sup- 
plies saves you dollars through lower prices 
on quantity purchases ... time in placing 
numerous orders... manpower in handling 
multiple shipments. 


Furniture, Apparatus, Chemicals 

Our complete stocks are geared to all your 
laboratory needs. Aloe’s new stainless steel 
Moduline Furniture has already proved excep- 
tionally satisfactory for the modern laboratory. 
Built in standard units, this furniture incor- 
porates the savings of mass production with 
maximum versatility for long range planning. 





1831 Olive Street St. Lovis 3, Missouri 







Our apparatus stocks include a wide selection 
of items for routine and special work. Inorganic 
and organic chemicals, rare sugars, culture 
media,:dyes and stains are always in stock. 


Service Departments 


We maintain a Planning Department for work- 
ing up plans on new installations and a Re- 
search Laboratory to help locate unusual items 
or procedures, and in preparing special reagents. 
Both at your service without charge. 


Complete Catalogs 


If you do not have copies on file of our. General 
Laboratory Apparatus and Equipment Catalog 
No. 102 and Moduline Furniture Bulletin No. 
T-300, send for them today. 
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Easing housekeeping problems 


with adequate supplies 


MRS. HERTHA McCULLY 


HE TWO WORDS that should be 
BP pasa with hospitals 
are cleanliness and sanitation. The 
housekeeping department has the 
responsibility for seeing that these 
are maintained. In order to do so, 
it is necessary to purchase clean- 
ing supplies that will perform 
adequately. 

In most large institutions the 
actual purchasing of housekeeping 
supplies is done by the procure- 
ment officer. The housekeeper 
must recommend the purchase of 
certain items to him, however, and 
she must spend considerable time 
in research to enable her to make 
a decision about a particular item. 

Such a decision involves plan- 
ning and scheduling, policy deci- 
sions, and selection of materials, 
source of supply, quality and 
quantity, and price to pay. The 
housekeeper must be able to jus- 
tify to a certain extent the per- 
formance of the product she wants. 

It is considered advantageous to 
concentrate on the minimum num- 
ber of cleaners to do a particular 
job rather than to use an array of 
bottles, cans and jars to obtain a 
desired result. 


DETERMINING QUALITY 


Quality must be considered first 
and it is necessary to know what 
determines quality. When the de- 
sired result is obtained with a 
minimum amount of labor and 
with safety and economy, then it 
might be said that the standards 
and specifications necessary for a 
quality product have been met. 


_ Mrs. McCully is director of housekeep- 
ing at George Washington University Hos- 
pital, Washington, D. C. From a paper 
presented at the Association’s Institute on 
Hospital Purchasing, April 18-22 in Wash- 
ington, D. C. 
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It is not difficult to get standards 
and specifications from the Na- 
tional Bureau of Standards of the 
U. S. Department of Commerce. 
They are a splendid source of in- 
formation. The responsibilities of 
the housekeeper, however, often 
preclude the possibility of initi- 
ating and carrying through a qua- 
lity control program which in- 
volves the accumulation of speci- 
fications, standards and frequent 
test checking. The housekeeper 
can set her own standards and 
specifications, and the best barom- 
eter possibly is based on results 
of her own experience. It also is 
considered wise to consult some 
person who has had the opportun- 
ity to observe the application, per- 
formance and results and condi- 
tions after use of a product. 

From the beginning of time, 
cleaning has presented a problem 
to man. This problem has grown 
progressively more severe as our 
living conditions have become 
more complex and cleaning stand- 
ards have improved. Cleaning 
problems today present obstacles 
unheard of a decade ago. The 
modern hospital has a great num- 
ber of different types of surfaces 
requiring daily maintenance. 
Some of these surfaces are ex- 
tremely delicate and cannot be 
cleaned with an ordinary cleaner. 

First of all, a good cleaner 
should be completely and quickly 
soluble in hot or cold water. This 
is essential to avoid drain clogging 
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and other undesirable results of 
insoluble matter—not the least of 
which is economy. 

A good cleaner should soften 
water to rainwater softness with- 
out throwing off an undesirable 
precipitate. This can be accom- 
plished by an advanced type water 
softening method which ties up, 
in solution, the hard water salts 
and renders them harmless to 
utensils, equipment and the sur- 
face being cleaned. Almost all 
types of dirt have as their base 
some form of grease or oil which 
forms a degree of encrustment. 
A good cleaner should have the 
power to penetrate this oil and 
grease encrustment and get down 
to the surface to do a cleaning job. 


RECOGNIZING ACTION 


Wetting action is of vital im- 
portance in a good cleaner. After 
penetration of the encrustment, it 
is essential that the surface to be 
cleaned be wetted thoroughly so 
that contamination can be floated 
away. The wetter water is, the 
greater will be its inclination to 
spread and penetrate easily. It is 
common to see small amounts of 
water spilled on any surface show 
a tendency to gather in small drop- 
lets rather than form a pool. This 
resistance to spreading out is due 
to surface tension and it can be 
reduced by detergents. 

Wetting is only one of the three 
important factors which influence 
detergency. It is not sufficient 
alone. After the soil has been 
penetrated and loosened by wet- 
ting, another of two actions is nec- 
essary to complete the cleaning 
job. This action is emulsification, 
which is the breaking down into 
very small globules the greases, 
oils and fats, and the suspending 
of these globules throughout the 
cleaning solution. Emulsifying ac- 
tion is required of any good 
cleaner. 

It is common knowledge that 
greases and oils ordinarily will not 
remain suspended in an emulsified 
state except for a short time. It is 
necessary, therefore, that a good 
cleaner carry this emulsification 
one step further and hold emulsi- 
fied greases, oils and dirt particles 
in suspension within the cleaning 
solution. 

Suspension is accomplished by 
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A good disinfectant 


The housekeeper should 
keep eight points in mind 
when she tests a disinfectant 
for satisfactory performance. 
A good disinfectant and 
deodorant must: 

1. Be quick ‘acting. 

2. Kill bacteria on contact. 

3. Contain alkaline sodium 
phosphate and sodium hypo- 
chlorite. 

4. Remain stable. 

5. Soften water. 

6. Be free rinsing. 

7. Remove organic stain or 
matter. 

8. Have no odor. 





peptizing, or dispension or defloc- 
ulation. By peptizing, it is possible 
to hold emulsified oils, greases and 
dirt particles in suspension within 
a solution. It also enables the 
worker to avoid undesirable con- 
ditions such as mop rings around 
the floor baseboards, sponge swirls 
on walls and ceilings, and to 
achieve sparkling china and glass- 
ware. 

These results are possible be- 
cause through the peptizing action 
emulsified greases, oils and dirt 
particles go down the ‘drain. 
Without peptizing the emulsified 
material would be deposited on 
the surfaces which are, to be 
cleaned. 

The natural result of the com- 
bination of soft water, complete 
emulsification and peptizing is free 
rinsing. A good cleaner certainly 
should be freely and easily rinsed. 

All of these features could be 
accomplished simply through the 
use of some harsh raw chemicals. 
A good cleaner cannot rely on 
harsh chemicals, however, because 
the cleaner must be noncorrosive. 
It must be harmless to metal and 
painted surfaces, and to any other 
surface which presents a cleaning 
problem such as linoleum, ter- 
razzo, asphalt and rubber tile. A 
good cleaner, then, must be non- 
corrosive and should be so labeled. 

A good cleaner must be gentle 
on the hands. This is particularly 
essential where operators are re- 
quired to have their hands in pro- 
longed contact with the solution. 
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A good cleaner should be trouble 
free from a storage standpoint. If 
in powder form it should not cake. 
Even under adverse storage con- 
ditions it should remain free-flow- 
ing and and ready for use. 

It stands to reason that the 
cleaner should be a chemically 
prepared rather than a mechanical 
compound. A chemically prepared 
compound contains an _= equal 
amount of every ingredient in the 
cleaner sealed in each tiny grain. 
A mechanical mixture has all the 
ingredients in separate form and 
we can only hope to get an equal 
amount of each when the mixture 
is measured out. 

I have seen a test made of a 
mechanically prepared compound 
from two separate barrels, one of 
which had been standing for many 
months and the other which had 
just been received. In one barrel, 
some of the elements were prop- 
erly dispensed. In the other, some 
ingredients had settled to the 
bottom. 

It is possible to find, when ques- 
tioning salesmen, that they do not 
know whether a product is chem- 
ically or mechanically prepared. 
This brings to mind an important 
point: Knowing the company, its 
background and its ability to stand 
behind the product. 


MAINTENANCE 
After a surface has been cleaned 
and conditioned properly, the 
problem of maintenance must be 
solved. Performance, safety, econ- 
omy and durability must be con- 
sidered. With a floor that has been 
properly cleaned, rinsed and 
waxed, for example, a method 
must be found to maintain the 
appearance with economy and a 
minimum amount of labor. 
Heavy traffic areas require more 
maintenance than others. It is nec- 
essary, therefore, to look for prod- 
ucts that will retain the appear- 
ance that has been established. 
Often the wax that has contrib- 
uted to a beautiful appearance is 
picked up a few days after its 
application in an effort to remove 
accumulated soil. This is not nec- 
essary if a neutral cleaner is used 
to remove the soil. 
There is a great saving in labor 
and cleaning agents if proper pro- 
cedure is followed. The floor can 








be cleaned thoroughly without 
affecting the base of wax. It then 
can be buffed and restored to its 
original luster and present a clear 
transparent appearance. Only «4 
completely neutral cleaner wil! 
accomplish this job. 

At this hospital, we have had 
successful results with a cleaner 
that is composed of homogenized 
vegetable oils and which has 
enough power to remove surface 
dirt yet is mild enough not to 
attack even a waxed surface. It 
can be used for such delicate sur- 
faces as venetian blinds, leather 
and leather substitutes. 

During the war I was associated 
with a hospital which gave over a 
number of floors to one of the mili- 
tary services. It was a new and 
beautifully appointed hospital. 
Personnel supplied by the service 
washed the floors of their section 
daily and the floors became dead 
and dull in appearance because no 
wax was being applied. 

We arranged with the com- 
manding officer to supply wax and 
it was applied. The first result was 
beautiful shiny floors, but we 
found that the work was so light- 
ened by this procedure that the 
personnel assigned to the job were 
laying the wax one day and taking 
it up the next. They then were 
shown how to maintain the floors 
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A good cleaner 

There are nine require- 
ments which should be ful- 
filled by a cleaner if the 
housekeeper is to expect sat- 
isfactory performance. Clean- 
ing agents must: 

1. Provide action through 
penetration, emulsification 
and peptization or deflocu- 
lation. 

2. Remove wax when nec- 
essary. 

3. Be harmless to surfaces 
being cleaned. 

4. Be odorless. 

. Rinse freely. 

. Soften water. 

. Be gentle to hands. 
. Be readily soluble. 

9. Have a chemical prep- 
aration as the base. 
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without removing the wax, and 
thus have plenty of time for other 
duties. 


DISINFECTING AND DEODORIZING 

It is a fact that chlorine destroys 
organic matter which is the cause 
of almost all infectious contami- 
nation and odor. It also is a fact 
that most undesirable organisms 
have a way of hiding or insulating 
themselves within a grease or oil 
film. Knowing these facts, it be- 
comes evident that a good disin- 
fectant and deodorizer must have 
the following essential qualifica- 
tions: 

1. It should contain sodium 
hypochlorite because this releases 
a quick acting form of chlorine 
which kills bacteria on contact. 

2. It should soften water 100 
per cent. 

3. It should be a combined 
cleaner and bactericide. 

4. It should have penetrating 
action because most bactericides 
cannot come in contact with the 
organism to kill it. 

5. It should have wetting action 
so that the whole surface to be dis- 
infected is wetted with the disin- 
fecting solution. 

6. It should be stable. This is 
one condition which presents an 
unsurmountable problem to most 
manufacturers of sodium hypo- 
chlorite disinfectants. There is a 
process, however, by which so- 
dium hypochlorite and alkaline 
sodium phosphate are united in 
crystal form. This locks the avail- 
able chlorine within the crystal 
until it goes into solution in water. 
The available chlorine then is re- 
leased. By using this process, it is 
possible to manufacture a stable 
sodium hypochlorite disinfectant 
and deodorizer. 

7. A good disinfectant and de- 
odorant should be noncorrosive. 
Because bacteria are not too par- 
ticular about the type of surfaces 
to which they adhere and because 
all types of surfaces must be dis- 
infected and deodorized some time, 
it is imperative that the disinfect- 
ant used be noncorrosive. 

8 A good disinfectant should 
be free-draining. In many in- 
Stances utensils and equipment 
must be air dried to obtain and 
retain maximum bactericidal ac- 
tion. A disinfectant that is not 
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free-draining will leave the sur- 
face spotty and clouded. 

9. It must be gentle to hands 
because many disinfecting opera- 
tions are done by hand. 

10. It must be completely and 
quickly soluble even in cold 
water. This is important because 
many surfaces to be disinfected 
will not withstand heat. 

11. It should have no _ odor. 
Some disinfectants linger unpleas- 
antly. In a disinfectant which con- 
tains chlorine, odor is dissipated 
within a few seconds and the good 
clean odor of fresh air is all that 
remains. 

Oxidation is another condition 
which presents a problem to 
housekeepers. It is the uniting of 
molecules of oxygen in the air with 
the molecules of whatever is being 
consumed. Lime or calcium and 
phosphates represent oxidation 
and as such can be removed only 
with an acid. The operations in- 
volved make it necessary to use an 
inhibited acid which will not de- 
stroy tissue and which can be used 
for hand operations. The acid must 
not attack metal or other surfaces 
but must remove oxidation or in- 
organic matter. Stubborn stains 
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such as gentian violet or rust 
should respond to the acid. 

Another product to be consid- 
ered is that which gives the final 
touch to all the cleaning efforts. 
That is the wax that is used for 
appearance and_ protection of 
floors. The wax must have certain 
qualifications which include: 
Transparency, ease of application 
and maintenance, appearance, and 
in hospitals particularly it must be 
as nearly slip-proof as possible. 
A wax that fulfills all these qual- 
ifications is not usually the lowest 
priced. If it proves lasting, appear- 
ance is kept up and maintenance 
is lessened, thus making the wax 
cheap by comparison. 

The same general rule can be 
followed for all purchases of 
housekeeping supplies. In the first 
place, it is important to know the 
companies with which the hospital 
is dealing. It is wise to investigate 
them to see if they meet all the 
specifications and standards that 
are necessary in any good product. 
The buyer would do well to take 
advantage of the services offered 
by a prospective supplier in an 
effort to prove the value of his 
product. 

















How do you know you don’t like it if you won’t 
taste it? 
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Margarine tax repeal 

SENATE ACTION on the bill to re- 
peal the federal oleomargarine tax 
may not be expected until some 
time next year. Although this bill 
— H.R.2023 — was passed by the 
House in a 287 to 89 vote, then re- 
ported favorably to the Senate in 
April, it is not on the list of “must” 
legislation. It is not expected to 
come up for Senate consideration 
this session. 

Meanwhile a number of states 
have acted favorably on margarine 
repeal. All restrictions on the sale 
of yellow margarine were removed 
in four states between January 
and August of this year. These 
states are California, Michigan, 
New Hampshire and North Caro- 
lina. 

There now are 32 states in which 
yellow margarine may be sold 
without restriction. Relief actions 
were passed in almost half of this 
group since 1943. 

Most of the repeal actions were 
taken by state legislatures. In some 
of the states, however, repeal was 
accomplishd through attorney gen- 
eral ruling, court ruling or enforce- 
ment body ruling. 

Modification of margarine re- 
strictions have been reported for 
a number of states during the first 
seven months of 1949. States and 
their actions are: 

Connecticut—All license fees 
and limits on state institutional 
use removed. 

Illinois—Wholesaler and retailer 
license fees reduced. 

North Carolina — Wholesalers’ 
fees reduced. 

Tennessee—Complete tax repeal 
including excise, retail, wholesalers’ 
and manufacturers’ fees. The state 
institutional use ban also was 
lifted. 

Washington—Excise tax on 
white margarine repealed. 

Wyoming—Excise tax on vege- 
table oil margarine repealed. 

In the past 10 years no state has 
added a new type of restriction 
against the sale of margarine 
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where none existed. Progress in re- 
lief actions during that period of 
time may be summarized as fol- 
lows: 

Excise taxes have been abolished 
in nine states; retail license fees 
have been abolished in seven 
states, reduced in two states and a 
graduate system established in one; 
wholesale license fees have been 
abolished in five and reduced in 
four states; restrictions on use of 
margarine in public eating places 
have been abolished in three states 
and fees reduced in one state; pro- 
hibitions or limitations on use of 
margarine in state institutions 
have been removed by seven and 
suspended by two states; manu- 
facturers’ fees have been abolished 
in four states, reduced in one state; 
prohibitions on yellow margarine 
have been removed in 13 states. 


Preoperative shortcut 


The interest in G-11 (hexachlor- 
ophene) for preoperative scrub ups 
is indicated by many inquiries 
being received by the Association. 
Hospitals have sent in many re- 
quests for literature describing the 
forms of preparations in which it 
is available and the methods of use. 

G-11 is now incorporated in sev- 
eral preparations and is readily 
available. Its use to shorten the 
customary long preoperative scrub 
up period is substantiated by sev- 
eral authoritative articles on the 
subject. 

Sources of supply are many of 
the chemical, pharmaceutical and 
soap manufacturers. 

Hospitals may order G-11 in 
several combinations. They may 
purchase the chemical itself, using 
it in preparations of desired con- 
centration made up in the hospital, 
or they may purchase liquid or bar 
soap containing 1, 2 or 3 per cent 
concentrations. In addition, acidi- 
fied emulsions of G-11 adjusted to 
the normal pH of the skin are 
available. 

Where studies have been made 
of the use of G-11, it has been 


generally concluded that the old 
lengthy preoperative scrub up 
period may be safely replaced by 
a two or three-minute scrub up 
with G-11 once daily. 

G-11 also may be used for the 
preoperative preparation of the 
patient, and several hospitals have 
satisfactorily followed this proce- 
dure for some time. 

This preparation also has been 
shown to be effective for prophy- 
lactic measures in the nursery and 
as a routine scrub for food han- 
dlers. 


Cleveland conference 


Some exceedingly useful infor- 
mation was presented to persons 
who attended the Conference of 
Hospital Purchasing Agents at the 
Cleveland convention in Septem- 
ber. Speakers discussed such sub- 
jects as group purchasing, sheeting 
standards, using standards and 
plastic tableware. 

William D. Appel, chief of the 
textiles section, National Bureau 
of Standards, used lantern slides 
to demonstrate the differences in 
types of sheeting. Taking all fac- 
tors into consideration, it would 
appear that Type 140 sheeting can 
fill hospital needs for bed sheets 
and pillowcases satisfactorily. Mr. 
Appel further demonstrated that 
bleaching so decreases the life of 
sheeting that use of bleached 
sheeting becomes uneconomical 
and, except where preferred for 
esthetic reasons, cannot be recom- 
mended. 

The problems of organizing and 
operating a group purchasing ser- 
vice were discussed by Donald R. 
Reams, general manager of the 
Hospital Purchasing Service of 
Pennsylvania, Philadelphia Hospi- 
tal Council. Mr. Reams called the 
effort worthwhile, and said that 
advantages accrue to member hos- 
pitals in proportion to the extent 
they participate. 

A report of a survey on use of 
plastic tableware in hospitals was 
presented by Franklin D. Carr, 
administrator of Waukesha (Wis.) 
Hospital. The survey disclosed that 
plastic tableware was in fairly 
general use and that a project to 
simplify sizes and shapes would be 
helpful. Such a project is under 
way and it is hoped results will be 
published.—L. P. G. 
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“A great, great Gentleman is Joe... 


for all his friends love him so!” 


Joe’s getting well, feeling fine. He’s cheerful and 
happy, too, because of the wonderful 
FLOWERS -BY-WIRE sent by all his friends. 


Hospital FLOWERS are delivered in con- 
tainers filled with long-lasting, chemically treated 
water, by most F.T.D. members. 


FLORISTS’ TELEGRAPH DELIVERY ASSOCIATION, 149 Michigan Avenue, Detroit 26, Michigan 
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Current price trends 





EVALUATION OF MANY foreign 
D currencies resulted in con- 
fusion on the nation’s wholesale 
markets last month. Economists, 
purchasers and jobbers did not 
seem to fear a reversal of seasonal 
trends, however, and looked for- 
ward to a brief, general readjust- 
ment of export values which soon 
should reflect itself in domestic 
markets. Confidence in wholesale 
commodity prices did not waver. 

If anything, some economists 
looked forward to_ stimulated 
world-trade and immediate bene- 
fits to this country in terms of 
lower prices for raw materials in- 
cluding rubber, tin, wool and 
several of the nonferrous metals. 
Much will hinge on the reaction of 
American manufacturers to com- 
petitive goods coming from de- 
valuating countries and on future 
tariff adjustments. 

Meanwhile, September’s coal 
walk-outs and major steel disa- 
greements had disrupted specula- 
tion and long-term investments. 
Also disturbing was the Depart- 
ment of Agriculture’s report that 
farmers in every Midwestern state 
had earned less from January 
through July than in the same 
seven months last year. These 
factors alone indicated that per- 
haps the nation’s postwar economic 
worries were not entirely over. 

Economists turned to early Sep- 
tember indexes as more typical 
and more consoling than early 
October figures. The comprehen- 
sive monthly wholesale price in- 
dex for August was estimated to 
have declined almost 1 per cent 
below the July 1949 index to ap- 
proximately 152 per cent of the 
1926 average. The major decreases 
in August were in the prices of 
farm products and foods. The only 
groups to show advances over the 
month were textiles (mainly print 


cloth) and metals and metal 
products (nonferrous and scrap 
metals). 


In early September, an upward 
movement in prices continued to 
dominate the textile markets. A 
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leading manufacturer of textile 
goods raised one grade of muslin 
sheets 2.5 per cent, which some 
manufacturers thought would pos- 
sibly touch off a general market 
increase in both branded and 
unbranded goods. 

Prices began climbing in many 
lines by mid-September. Raw 
sugar reached a new high for the 
year at six cents a pound. Com- 
modities whose prices climbed al- 
most equal to the year’s high were 
barley ($1.46 a bushel compared 
to $1.50 on January 6, 1949) and 
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good to choice grade steers ($27.: 
compared to $27.50 on January 3, 
1949). 

At the same time, cotton prices 
continued their downward trend io 
a new low since January 1947 of 
30.4 cents. The general advance of 
tallow prices since late July was 
reversed with a drop of 17 per 
cent below the previous week. 
Corn, lard and flaxseed prices were 
also lower over the week. 


Meanwhile, the Association of 
Retail Druggists optimistically re- 
ported that drug sales are running 
ahead of last year and may even 
top the 1948 volume of $3,687,- 
000,000. The outlook for drug sales 
was said to be decidedly favorable, 
although no predictions were made 
as to probable effects on retail. or 
wholesale markets. 





Sept. Sept. Oct. 
21 19 


14 

COMMODITY 1948 1948 1948 
All commodities -........... 169.9 169.5 166.3 
Farm products. .............- 192.4 192.4 187.5 
Li ee eee 189.6 189.6 180.1 
Textile products ............ 148.1 147.6 146.9 
Fuel and lighting 

See 136.6 136.7 137.2 
Metal and metal 

SONONG cis ocacvecccee W720 1720: 1726 
Building materials ........ 204.1 204.1 203.4 
All others®  -......2.:5...-.. 136.1 134.9 134.6 


miscellaneous commodities. 


Source: Bureau of Labor Statistics. 


TABLE 1—RISING INDEXES 


Weekly Index Numbers of Wholesale Prices—1926=100 


*/ncludes chemicals and allied products, hides and leather products, housefurnishing goods and 


This weekly wholesale price index is designed as a weekly counterpart of the monthly whole- 
sale price index. It is based on a sample of about one-eighth of the commodities in the com- 
prehensive sample and therefore should be regarded as an indicator of price trends rather 
than as a final compilation. The monthly index should be used for fuller coverage. 


% of Change 
August August Sept. Sept. 9-14-48 1-4-49 
23 6 13 


30 to to 
1949 1949 1949 1949 9-13-49 9-13-49 


151.9 152.4 152.7 154.46 — 9.0 —4.1 
159.8 161.6 162:5 165.6 —13.9 +5.6 
161.3 161.9 161.6 166.3 —12.2 —1.0 
139.7 140.1 1406 141.3 — 45 —2.6 
130.0 130.0 130.1 130.7 — 4.3 —4.6 
167.9 167.9 168.9 1689 — 1.8 —3.5 
189.6 188.8 1888 190.2 — 68 —4.2 
124.0 124.2 124.4 125.1 8.0 —3.8 



















COMMODITY 1939 
All commodities 75.0 90.3 
Farm products .. 61.0 87.4 
eee 67.2 87.2 
Textile products . WB 88.3 
Cotton goods ....... 9.0. ID 
Fuel and lighting » 126 79.0 
Anthracite coal ... ee 83.3 
Bituminous coal . 96.0 106.3 
Electricity = - 19.8 66.4 
IN RS EE SORT Pe Meat eo 86.7 78.3 
Building materials ...................... 89.6 105.5 
Brick and tile..... vag leper eh orate 90.5 95.1 
Cement .......... Le A ee a 91.3 92.1 
a pn DE pay te 9034 127.5 
Paint and paint materials.......... 82.1 93.3 
Plumbing and heating materials 79.3 86.8 
BAVUMCNOANEND SPIN cc. ocdensacense cass 107.3. 107.3 
Other building materials............ 89.5 99.9 
Drugs and pharmaceutical 

SS ee ene 8 fee 
PR MINI ooo en soci co scetcacewscensce 66.5 87.6 
Semi-manufactured articles........ 74.5 
Manufactured products .............- 79. 


*Figures not available at press time. 
Source: Bureau of Labor Statistics. 





TABLE 2—CLIMBING DOLLAR 


Monthly Index Numbers of Wholesale Prices—1926=100 
August August 
1941 


i 915 
Purchasing power of dollar........ $1.333 $1.107 $ 


August August August August July August 
194 1945 1947, 1948 1949 


94 1949 
103.1 105.7 153.7 169.8 153.6 153.0 
123.5 120.9 181.6 197.5 166.2 162:3 
105.8 106.4 172.3 189.8 161.3 160.6 
97.4 99.6 141.8 150.4 138.1 137.9 
112.7 119.7 201.8 205.3 167.8 169.5 
80.9 84.8 112.6 136.4 129.9 129.7 
B96 1018. 1217 185.0 1354 133.9 
116.5 124.7 169.9 194.6 188.9 188.8 

57,0 1.0" SBS © 65.5 * <4 

76.3 78:0 (86:0 386.9 -69.5 % 
112.2 117.8 179.6 203.8 189.0 188.2 
99.0 111.6 144.3 159.2 161.5 161.4 
93.6 99.4 116.9 133.0 133.6 133.6 
145.0 15533 276.9 319.9. 277.4 277.4 
102.8 107.3 154.2 158.4 145.2 143.8 
90.4 93.4 129.4 153.9 154.7 154.7 
107.3 107.3 143.0 178.8 178.8 178.8 
101.4 104.3 150.1 173.4 168.8 167.3 
106.2 1160.2 136.6 153.4 124.7 125.0 
112.7. 116.3 167.0 182.3 163.2 161.3 
92.9 95.5 148.8 161.2 146.0 147.9 
99.7 101.8 147.9 164.6 149.7 149.5 
.969 $ .946 $ .650 $ .588 $ .651 $ .653 





a 








HOSPITALS 












pl 
tie 


thi 


sh 





ling 
ven 
87,- 
ales 
ble, 
ade 
|. Or 














A detached service building 


for the small hospital 


WILLIAM A. RILEY, A.1.A. 


HROUGH THE construction of a 
4 pom boiler plant on a previ- 
ously unoccupied site, Norwood 
(Mass.) Hospital (122 beds) has 
been able to replace a major ele- 
ment of its physical plant without 
interrupting normal hospital rou- 
tine. 

The construction of the boiler 
plant is the latest step in a com- 
prehensive plan designed to solve 
the hospital’s critical space prob- 
lems. A survey was authorized by 
the trustees in 1939 through which 
the most. urgent needs were set 
down in order of precedence, and 
expansion was begun on a step-by- 
step basis. 

In 1941 the first phase was com- 
pleted, providing additional pa- 
tient beds, enlarged adjunct facil- 
ities and reorganization of depart- 
ments in line with plans for future 
expansion. 

The next consideration was the 
outmoded and inadequate boiler 
plant, housed in the basement of 
the building. The situation provid- 
ed many headaches for the admin- 
istration since the boilers had long 
passed the age of safety and could 
not be expanded or renewed in the 
limited space available. Studies 
showed that without a new service 
plant the existing hospital or an 
expanded hospital could not con- 
tinue to function. 

Fortunately, the hospital had ac- 
quired land for future expansion, 
and the northeastern corner of this 
provided an ideal location for the 
new plant. It was the adoption of 


Mr. Riley is a partner in the firm of 
Curtin and Riley, Boston, Mass. 

See also, “Gearing for Expansion with a 
Combined Service Unit,” by E. Weisberger 
and Robert E. Henwood in Hosprrats for 
September, 1949, pages 87-90. That is a 
description of a similar project for a hos- 
Pital in the 300-bed class. 
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this site that permitted power- 
house replacement without a break 
in the hospital’s services. 

In planning the new building, it 
was decided to incorporate the 
laundry with the boiler plant, re- 
moving the former from its 
cramped quarters in the hospital. 
This decision entailed triple bene- 
hts:it? 

1. Permitted future enlargement 
of the dietary department in the 
space thus made available. 

2. Concentrated all of the 100- 
pound boiler pressure steam pip- 
ing in one building along with 
accompanying returns, drips, traps 
and other auxiliaries. 

3. Produced more pleasant work- 
ing conditions for laundry person- 
nel through the attractive and en- 
larged area of operation. 




























The new powerhouse is two 
stories high and has large windows 
that provide more than the usual 
amount of light and ventilation 
for structures of this type. Brick 
was chosen for the exterior finish 
to harmonize with the existing 
buildings. Part of the lower story 
is divided into two parts: (1) Boil- 
er room floor, and (2) ‘ground (or 
mezzanine) floor. The boiler room 
floor is given over to pumps, heat- 
ers and other boiler auxiliaries, 
and to the engineer’s office, dress- 
ing room and work space. The 
mezzanine, approximately at 
ground level, includes lockers for 
men and women. Storage and 
washing facilities for trash trucks 
are provided also. A covered pas- 
sageway connects the powerhouse 
with the service wing at this level. 

The upper story is occupied ex- 
clusively by the laundry, which, 
through careful preliminary anal- 
ysis, was planned to provide for 
an efficient flow of traffic—from 
reception of soiled linen to final 
distribution after washing and 
pressing. 

For adequate supervision, the 
laundry manager’s office is located 
off the elevator lobby. Close to the 
elevator is a soiled linen room, 
where laundry is taken on arrival, 
sorted and tabulated. From there 
it proceeds to the washers, extrac- 
tors and shake-out table, and then 
to the appropriate ironers and 


NEW BOILERS in Norwood Hospital's recently completed powerhouse are of the 
two pass steel firebox type. They have a nominal rating of 125 horsepower and are 
designed to develop 167 horsepower. Space has been left for a third boiler. 
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Architects: Curtin and Riley, Boston, Mass. 
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pressers. Clean linen is stored in a 
separate room adjacent to the lob- 
by, from where it is distributed io 
various parts of the hospital. Each 
step has been analyzed to insure 
efficient design—a design calcu- 
lated for minimum distances, elini- 
ination of cross traffic and generous 
work space. 

Engineering features are equally 
efficient. Two new boilers have 
been installed with space for a 
third as the hospital grows. One 
boiler is always kept as a reserve 
or emergency unit. - 

The boilers are of the two-pass 
steel firebox type, set on solid fire- 
brick combustion chambers. The 
boilers have a nominal rating of 
125 horsepower and are designed 
to develop 167 horsepower. 

The most modern efficiency ap- 
pliances have been installed to in- 
sure a constant water level in the 
boilers. All large, important valves 
in the boiler room are of the visible 
rising-stem type, and are operated 
by pull chains from the _ floor 
level, 

The burners are horizontal ro- 
tary type, use No. 6 oil and have 
fully automatic pressure control. 
A 20,000 gallon storage tank is 
buried underground, adjacent to 
the building. 

Boiler plant auxiliaries include 
two feed pumps, a feed water 
heater, and a blow-off and vacuum 
pump. The two feed pumps are of 
the duplex pattern and are of 
ample size to serve either maxi- 
mum or minimum boiler loads. 

The feed water heater is the 
open type, designed to free the 
feed water heater from excess air. 
and free oxygen—which so often 
cause corrosive action in boilers 
and piping—and to eliminate all 
oil and dirt from the feed water. 
It has sufficient capacity to act as 
a condensate receiver and to store 
all returns, even under the heaviest 
surges. : 

A 12-inch main steam header 
extends across the front of the 
boilers and receives the valved 
connection from each boiler. 

From this header are taken 100- 
pound valved mains for laundry 
and auxiliaries, a valved main 
through a two-pound reducing 
valve for hot water and heating 
in this building, and another valved 
main through a pair of 80-pound 
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MULTICRON 300MA 
GENERATOR 


with 140 KVP 





The Kelley-Koett Multicron 300 MA is a heavy duty 
X--ray generator with capacity and operating features 
surpassing any previous diagnostic unit yet available 
in its range. 


The therapy rating is 140 KVP at 10 milliamperes for 
four hours of continuous operation. Diagnostic rating 
provides 125 KVP at 300 milliamperes in intermittent 
operation. Fixed milliamperage con- 

trol and a unique electronic-mechani- 

cal timer make operation outstand- 

ingly simple . . . results extremely 

accurate in every technic. 








These and other features of interest 
to the hospital radiologist are de- 
tailed in descriptive literature avail- 
able on request. 


See our Representative or write us direct. 


The KELLEY-KOETT a Manufacturing Co. 


21011 WEST FOURTH ST. F COVINGTON, KY. 
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reducing valves for general hos- 
pital use. 

The main for hospital use runs 
through the connecting tunnel to 
the old laundry, thence through 
right-angle corridors to connect to 
the reducing valves for existing 
hospital services at a fairly cen- 
tral point. The returns for these 
services are extended to strategi- 
cally located electric pumps which 
discharge into a common main that 
follows the steam line back to the 
new boiler plant. Delivery there 
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Conductive devices 


WHEN ARCHITECTS interested in 
hospital design met for their an- 
nual meeting prior to the opening 
of the Association’s convention in 
Cleveland, several were startled 
by what they were told about pre- 
cautions against anesthesia explo- 
sions. 

Specifically, several were amazed 
to hear that the ordinary terrazzo 
floor containing brass dividing 
strips is not an acceptable con- 
ductive floor under recommenda- 
tions which have just been adopted 
by the National Fire Protection 
Association, following to a great 
extent suggestions developed 
by the Safety Committee of 
the Association’s Council on Hos- 
pital Planning and Plant 
Operation. 

The new recommendations will 
require operating room floors to 
have resistance to electricity of not 
less than 25,000 ohms and not 
more than 500,000 ohms. These 
limits apply to every point on the 
floor. 

There are several types of floor- 
ing which will furnish these char- 
acteristics; some are of the terrazzo 
type. One depends for conductivity 
on the use of acetylene black 
carbon and the other utilizes 
magnesium oxychloride. Divider 
strips to be used with such floors 
must be nonconductors such as 
plastic materials. 

Many hospital administrators are 
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is first to the feed water heater and 
thence through the feed pumps to 
the boilers. 

The main distributing steam 
line—in its long course through 
tunnels and corridors—is installed 
with offsets and course changes 
anchored so that all expansion is 
absorbed without the use of special 
joints. 

A modern incinerator is attached 
to the chimney, which has been 
designed with sufficient capacity 
for all future expansion. 


MAQUI 


— Cd 


going to be on equally new ground 
when they study the administra- 
tive section of the new recommen- 
dations. Heretofore there has been 
little emphasis on the need for a 
complete chain of conductivity be- 
tween the patient, the anesthetist, 
the operating table and the gas ma- 
chine except as may have -been 
provided by an electrical inter- 
coupler. Under the new regula- 
tions the intercoupler is not recom- 
mended. 

The patient thus will have to be 
grounded to the operating table 
by conductive rubber sheeting on 
the operating table pad; the table 
will have to be grounded to the 
floor by means of a drag chain or 
conductive castors. 

All personnel in order to be 
grounded to the floor—which is the 
connecting medium for the elim- 
ination of static—will have to wear 
conductive shoes or some other 
grounding device. 

There is a great deal of discus- 
sion to the effect that the surgeon 
will rebel against the wearing of 
special footgear. This objection 
seems to be largely conversation 
since it is hard to imagine that the 
surgeon will object to wearing con- 





The Engineering and Maintenance 
department is edited by Roy Huden- 
burg, secretary of the Council on 
Hospital Planning and Plant Opera- 
tion. 








ductive shoes when he does noi 
object to the wearing of sterile 
surgical rubber gloves. Both pre- 
cautions are for the _ patients’ 
safety. 

At present nicely designed con- 
ductive shoes for use by surgeons 
and nurses are being manufac- 
tured but are not well distributed. 
These are not stocked in the ordi- 
nary shoe store. This inaccessibil- 
ity of conductive shoes leaves a 
wide market for a_ personnel 
grounding device that has just ap- 
peared on the market. That device 
clamps to the bottom of the shoe 
under the instep and is connected 
by a chain to a garter arrangement 
that brings’a metallic contact plate 
in to a direct connection with the 
skin above the hosiery. 

As a safety precaution against 
the possibility of direct contact 
with a broken electrical wire, the 
chain has inserted a high resistance 
link that guards against electrical 
shock. 

To provide members with ample 
data on this new official stand- 
ard of the National Fire Protective 
Association, HOSPITALS plans to 
carry a complete analysis of the 
entire set of recommendations. 


New mower 
It is only natural that hospital 
engineers should become inventors 
since their ingenuity is being 
taxed continually to keep a hospi- 
tal plant operating efficiently. Cor- 
nelius Gray, chief engineer of Cali- 
fornia Hospital, Los Angeles, is the 
most recent hospital engineer to 
have an invention marketed. He 
has developed a light weight, safe, 
electrically driven lawn mower. 


Lacquer application 
A “painless”? method of lacquer- 
ing small articles not requiring the 
setting up of spray gun equipment 
is now possible. A small can con- 
taining a clear flexible finish oper- 
ates on the same principle as the 
bomb-type insect spray devices. A 
lacquer coating is readily applied 
upon the pressing of a trigger. 
With this apparatus, the bright 
work around the hospital can be 
recoated readily to prevent tar- 
nishing. Since the substance is said 
to be flexible, it may be applied to 
paper or leather; a variety of pos- 
sibilities seems to be offered.— 
Rn: oH. 
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Requirements for an effective 


rehabilitation program 


EHABILITATION MAY RANGE 

from a maximum of com- 
plete restoration to a minimum of 
enabling the individual to be par- 
tially independent so far as his 
daily needs are concerned. Its pur- 
pose is to teach the disabled pa- 
tient to live not only within the 
limits of his disability but to the 
hilt of his capability. This is the 
advice of Dr. Shelbey Gamble, di- 
rector of the department of physi- 
cal medicine, Cleveland Clinic 
Hospital, as outlined in the Ohio 
State Medical Journal for Septem- 
ber. 

The rehabilitation program is 
based on one essential: Coopera- 
tion among patients, doctors, hos- 
pital personnel, local industries, 
insurance companies and the vari- 
ous agencies with their respective 
staffs. 

Many agencies assist crippled 
children; unfortunately, there are 
few such groups concerned with 
handicapped adults. Federal and 
state vocational rehabilitation acts 
often impose limitations which re- 
sult in red tape procedure and 
extended time periods before 
assistance is authorized. The aver- 
age doctor and hospital adminis- 
trative official sooner or later be- 
come disgruntled with the present 
system, thereby losing interest and 
offering only passive cooperation. 

No one can outline a definite 
program that will fit all commun- 
ities; this is an individual problem 
for each concerned. In small com- 
munities, the plan should start at 
the local hospital, making use of a 
department of physical therapy. 
Although the department initially 
May be small and require only the 
par‘ time services of a physical 
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therapist, a great deal could be 
done in preventing deformity, pre- 
serving and restoring muscle and 
joint motion, aiding in ambula- 
tion and maintaining the best pos- 
sible general condition of the pa- 
tient. 

Such a program must have the 
cooperation of staff and hospital 
administrations, as well as the di- 
rect supervision of an interested 
and competent physician. Each 
patient must be evaluated and 
consultation attained with those 
medical specialists and technical 
advisors who are considered nec- 
essary to the patient’s welfare. 

Unless there is a strong possibil- 
ity of the patient being helped by 
one means or another, such a de- 
partment may become a dumping 
ground for all types of patients 
with the staff and personnel losing 
interest because of lack of im- 
provement and no room for addi- 
tional and more treatable cases. 

The next step in further devel- 
opment of a local hospital plan 
would be to set up a department 
of occupational therapy. Occupa- 
tional therapy may be used by it- 
self or as a supplement to physical 
therapy since it is a treatment 
based on activities. A definite pro- 
gram may be provided in which 
some mental or physical activity 
is scientifically supervised by 
trained technicians for a specific 
purpose. 





The Medical Review department is 
edited by Charles T. Dolezal, M.D., 
secretary of the Council on Profes- 
sional Practice. 





Occupational therapy may be 
indicated for improving or main- 
taining morale. It may be entirely 
diversional, educational or recre- 
ational, or functional in the sense 
of restoring articular and muscular 
coordination, building up strength 
and physical endurance. It may be 
prevocational in the sense of being: 
planned to reinstate the patient in 
his former job, or to prepare him 
for a new vocational training. 

Finally, there must be a pro- 
gram of psychotherapy. All pa- 
tients need such attention when 
beset by incidental worries and 
apprehensions of possible perma- 
nent disability. 

Of necessity, rehabilitation serv- 
ices in a small community hospi- 
tal with a limited bed capacity 
must be provided mainly on an 
ambulatory basis. With assistance 
from state or the federal govern- 
ment, slightly larger institutions 
could set aside a few beds for 
those patients needing extensive 
physical or occupational therapy 
for a temporary period. 

Further attempts at rehabilita- 
tion are the problem of the com- 
munity and, in turn, the state. It 
is a waste of money and effort for. 
every civilian hospital to install 
expensive equipment, segregate 
bed space and employ high-priced 
personnel. Besides, it is impossible 
at this time to obtain personnel to 
competently supervise a total re- 
habilitation program. 

Regular or traveling clinics spe- 
cializing in case findings would be 
sufficient initially in recommend- 
ing and referring patients to the 
available rehabilitation services in 
the area. It is possible that the 
more severely handicapped might 
be referred to a few highly special- 
ized centers in the state. This is 
especially true in considering vo- 
cational adjustment which is based 
on a program of selected work ac- 
tivities and vocational training in 
combination with or supplemented 
by work tests, psychologic and ap- 
titude tests, vocational guidance 
and counsel. 


Quality of care 


The chief of one of the staffs in 
a large hospital recently unbur- 
dened his mind to the editors of 
the Rhode Island Medical Journal 
(May 1949). The following sum- 
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mary of his remarks is presented 
because of its bearing upon the 
quality of outpatient care, the in- 
tern and resident problem and 
medical staff organization: 

Of recent years the service given 
in hospital wards has been enor- 
mously improved, especially in 
hospitals that have a good supply 
of interns and residents. Of great 
importance have been the desire of 
the staff to give these men good 
training and the enthusiasm of the 
younger men themselves. 

Unfortunately this great im- 
provement has not extended in 
equal manner to the outpatient 
departments and accident rooms. 
Here the work has been done by 
the younger men with, we believe, 
almost no supervision by their 
seniors. The most important work 
is done in the accident rooms and 
the outpatient departments. When 
a patient has reached the wards it 
is almost certain that his case is 
an important and difficult one. It 
is the important and difficult work 
of the youngster to recognize these 
cases among the flood of the run- 
of-the-mill stuff. 

A matter that has always seemed 

‘ridiculous to us is the handling of 

fractures. In the case of a fracture 
of a leg, the patient gets into the 
ward and probably a senior sur- 
geon takes care of him. If he 
breaks his forearm the best he can 
hope for is that a resident or 
rather the inexperienced intern 
will take care of his break. There 
are. mighty few positions in this 
world that a man with a limping 
leg cannot take care of, but if he 
has a poorly functioning wrist, he 
is pretty well finished in any of the 
mechanical positions. 

Our interns and residents today 
prepare themselves for practice by 
handling the most spectacular of 
our diseases. In practice, it is the 
mature consultant who usually 
gets them. 

The trainee should see the colds, 
the coughs and the indigestion, the 
aches and pains that bring people 
to our waiting rooms. He should 
learn how to soothe the middle- 
age patient whose indigestion is 
probably due to recent overin- 
dulgence and yet have a serious 
eye open to spot the primary 

anemia or the beginning of cancer. 


96 





Although the staffs have made 
every effort to treat the outpatient 
well, it is not usually the ideal ar- 
rangement of the older and young- 
er men working side by side and 
consulting together. The quality of 
treatment does not compare with 
that which is.given when the older 
men are teaching the younger men 
and the younger men are trying 
eagerly to acquire as much knowl- 
edge as they can during their rela- 
tively short period of training. 

In regard to the outpatient de- 
partment as a source of training 
for the intern and resident, the staff 
consultant concluded: The young- 
er doctor sees the patient just as 
he does in private practice and has 
to make his diagnosis as efficiently 
and accurately as he can. This ex- 
perience is fully as valuable as any 
experience he can get in the ward 
in treating very sick people. It 
would be of great benefit to the 
public and to the young doctors if 
our outpatient services could be 
organized with the same efficiency 
and along the same lines that our 
ward services function. 


No panacea 

Penicillin as a prophylactic 
agent against nose, throat and sim- 
ilar illnesses is of little value. A 
large scale trial of daily penicillin 
doses as prophylaxis was carried 
out for one year among members 
of the Permanente Health Plan 
(Oakland, Calif.) who volunteered 
to take part. Negative results were 
reported by Drs. Clifford Kuh and 
Morris F. Collen of the Perma- 
nente Hospital in the Journal of 
the American Medical Association 
for August 27. 

Records at the end of the trial 
period showed practically no dif- 
ference between two groups, one 
of which received penicillin in 
tablet form and the other calcium 
carbonate. No appreciable differ- 
ence was noted in the amount of 
respiratory or other illness, days 
lost from work or regular activi- 
ties, days in the hospital or num- 
ber of persons who sought medical 
attention. 

Many relatively mild reactions 
to penicillin were reported, but 
there were no disastrous toxic ef- 
fects from the long continued 
dosages of penicillin. Neither was 
there any evidence that the pro- 











phylactic doses of penicillin kept 
it from being effective when it had 
to be given in the medial doses for 
illness. 


Sleeping sickness check 


A dramatic decrease in cases of 
encephalitis in Kern County, Calif., 
since a vigorous mosquito-control 
program was started three years 
ago has been reported. Scientific 
studies were conducted with the 
cooperation of the local health de- 
partment, the National Founda- 
tion for Infantile Paralysis, the 
Army Health Service, Army Virus 
and Rickettsial Disease Commis- 


sion and the California Depart- § 


ment of Health. 

For several years University of 
California scientists have made 
Kern County—a dry, hot valley 
area in the southern part of the 
state—a virtual laboratory for the 
intensive study of encephalitis. 
They now report that the disease 
has virtually vanished from the 
area, at least for the time being. 
Only one case of human encephal- 
itis was diagnosed last year. There 
were eight cases in 1947, 15 in 
1946 and before that many more— 
some reliable estimates indicating 
that as many as 1,000 cases oc- 
curred in the California valley in 
one season. 

A similar decrease in the in- 
stance of encephalitis in chickens 
has resulted. Before mosquito con- 
trol, the scientists regularly found 
that 25 to 30 per cent of the chick- 
ens of the area were infected. Now 
encephalitis is found in only about 
2 per cent of the chickens. 

These developments lend weight 
to the concept of the encephalitis 
cycle worked up by Dr. W. E. 
Hammond, epidemiologist of the 
Hooper Foundation. Dr. Hammond 
found strong evidence that the 
mosquito was the culprit in the 
transmission of the virus from 
fowl to horses and. man. 


Corrective therapy 


Corrective therapy has proved 
its worth as a means of rehabilita- 
tion in many psychiatric illnesses. 
Reporting in the Journal of the 
American Medical Association re- 
cently, Dr. A. B. C. Knudson and 
John Eisele Davis, S.C.D., advised 
that patients with chronic mental 
illness should no longer be con- 
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sidered hopeless as they do respond 
to a program of medically pre- 
scribed exercises. 

Activities prescribed are indi- 
vidualized according to the pa- 
tient’s needs and vary from light 
calisthenic drills to fast exercises, 
such as water volley ball. Records 
of a recent month showed that out 
of 5,500 discharged patients from 
neuropsychiatric hospitals which 
had activity programs, 1,400 were 
World War I veterans, averaging 
54 years of age and more than five 
years in the hospital. 

As a part of the total treatment 
plan, corrective therapy proce- 
dures have proved helpful in al- 
laying anxiety, easing of rigidity, 
lessening of inefficiency, estab- 
lishing of good report, lessening 
distractibility, resolving feelings 
of inferiority and overcoming neg- 
ativeness. 

The benefits of exercise therapy 
are illustrated in one Veterans 
- Administration hospital using a 
medically prescribed swimming 
program. The average number of 
patients under restraints was re- 
duced by 65 per cent and the aver- 
age amount of sedation required 
was remarkably reduced. 

At a 2,000-bed hospital an ex- 
ercise program on the acute dis- 
turbances service effected a re- 
duction of the number of patients 
treated with wet packs by 1,233 
over a period of six months. An- 
other large hospital reported a de- 
cline of tub treatments from 295 
to 78 and packs from 364 to 325 
over a period of three months. 
Corrective therapy is also advo- 
cated for patients undergoing elec- 
tric shock treatment and those who 
have undergone brain surgery 
used in some of the most serious 
cases of mental health. 

Corrective exercises are classi- 
fied as to form in the following 
manner: 

1. Correctives—highly organized 
to remedy a specific condition. 

2. Reconditioning exercises—for 
the increase of strength and en- 
durance of psychiatric patients of 
all categories who may need such 
physical upbuilding. 

3. Educational physical exer- 
cise—to teach motor skills. For 
example, the destructible schizo- 
phrenic patient is taught to im- 
prove his golf game with the idea 
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of stabilizing conduct—to improve 
emotional control which comes 
from increased body control. 


4. Informal activities especially 
conditioned for specific physical 
and medical disfunctions. For ex- 
ample, table tennis is reeommend- 
ed for the patient with a partly 
paralyzed arm. Exercises become 
motivated through play. 

5. Social activities—stress is 
placed on the cooperative, rather 
than the competitive aspects of 
play, playing with rather than 
against people. 

6. Postural exercises. 

7. Swimming — for negativism, 
hysteria, sedation of hyperactive 
patients and stimulation for de- 
pressed types requiring reactiva- 
tion. 

8. Specialized preoperative and 
postoperative exercise—in connec- 
tion with leukotomy, insulin and 
electric shock. 


Controlled weather 


Because weather is believed to 
play an important role in eclamp- 
sia, Chicago Lying-In Hospital has 
constructed a controlled-weather 
room for the therapeutic treatment 
of patients with toxemia preg- 
nancy or preeclampsia. 

Studies have shown that eclamp- 
sia can be prevented almost com- 
pletely by proper intake of foods, 
restriction of gain in weight and 
early treatment of patient by a 
rigid diet containing practically 
no salt, but adequate in other re- 
spects. In addition to the studies 
to be made in the climate room, 
the Chicago Lying-In Hospital re- 
search will consider dietary care 
centered on proteins, retention of 
salt and water and geographical 
and climate surveys. 

The climate room will be used 
to determine whether by control- 
ling the weather, eclamptic con- 
vulsions and coma can be warded 
off. It will also be used to deter- 
mine the type of weather which 
therapeutically benefits the pa- 
tient. The room has been con- 
structed so that temperature can 
be varied from 50 to 110 degrees 
and humidity from 40 per cent to 
saturation. 

This study, accelerated by a 
$381,000 fiftieth anniversary gift 
to the hospital by Chicagoans in 








1945, is leaving no facets unturned 
to determine the cause and treat- 
ment of the disease which exacts 
the life of 13 out of every 120 preg- 
nant women in the United States. 
The climate room will also be 
available to the University of Chi- 
cago Clinics for studies of the 
proper temperatures and humidi- 
ties for postoperative patients, car- 
diac and other acute conditions 
and for the study of diseases — 
such as arthritis—which are in- 
tensified by certain climatic 
changes. 


Infant diarrhea relieved 


The combination of an anti- 
allergy drug, benadryl, with a sulfa 
drug brought rapid improvement 
in 40 babies suffering from infant 
diarrhea in treatments described 
by Dr. C. Vahra Neumann of the 
Royal Malta University, in the 
British Medical Journal for July 
16. 

Infant diarrhea, a form of in- 
fantile gastroenteritis is believed 
to be an infection but investiga- 
tors in years of search have not 
been able to establish a single or- 
ganism as its cause. 

Dr. Neumann believes that the 
symptoms of the disease can be 
explained, at least in part, as a 
sign of histamine poisoning. His- 
tamine is a chemical normally 
formed in the body, and among 
other actions, it stimulates stom- 
ach secretion. When administered 
experimentally in large doses it 
produces vomiting and diarrhea, 
often accompanied by strong col- 
icky pain. 

When benadryl and sulfameza- 
thine were administered in com- 
bination to 40 babies, the diarrhea 
ceased in five days. There was 
only one death, compared to three 
in 42 babies treated with the sulfa 
drug alone, and four of 24 babies 
treated by a short period of starv- 
ation except for salt and sugar 
solutions given by mouth or vein. 

Other favorable effects from the 
combination of drugs were quick 
disappearance of toxemic symp- 
toms, cessation of vomiting in a 
short time, improvement in gen- 
eral condition, and a sedative ef- 
fect on the central nervous sys- 
tem, permitting infants who had 
been unable to sleep owing to rest- 
lessness or colic to repose quietly. 
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Hospital laundry—a new manual 


on operating procedures 


HosPITAL LAUNDRY—MANUAL OF OP- 
ERATION. Committee on Laundry 
Management. 167 pp. Chicago: 
American Hospital Association. 
1949. $1.50 to Association members. 


EW HOSPITAL administrators 
7 ceed to be reminded that the 
modern hospital is a complex of 
interdependent departments and 
agencies, each of which is vital to 
the efficient functioning of the 
whole. But in hospitals as in other 
enterprises, the more dramatic ele- 
ments sometimes command an 
oversized share of supervisory at- 
tention, leaving certain basic and 
less stimulating activities in the 
background. 


The laundry department, in 
many hospitals, is such a creature. 
Often the subject of abuse by other 
agencies in the hospitals, and 
seld6m completely understood by 
any but those who work in it, the 
laundry perhaps plays something 
of a Cinderella part in too many 
hospitals. That it is a necessity no 
one will deny, but only recently 
has sufficient attention been fo- 
cused upon it to reveal its true im- 
portance in the picture of hospital 
administration. 


There are many hospitals which 
have in the past and will continue 
in the future to operate excellent 
laundries, using skilled laundry 
personnel, excellent equipment and 
tested production procedures, but 
even these have had no satisfac- 
tory yardstick to measure the ade- 
quacy of their work. 


Realizing the need for such a 
yardstick, and aiming at increased 
efficiency in hospital laundries, the 
Committee on Hospital Laundry 
Management of the American Hos- 
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pital Association has been making 
a sustained effort to highlight the 
need for more attention to laun- 
dries. An immediate result is a 
recently published manual of op- 
eration for hospital laundries. The 
new manual is the result of three 
years of research and planning, 
has eight chapters and 161 pages 
of text, and gives a lucid descrip- 
tion of all the various elements 
of laundry operation. In addition, 
there are numerous charts and 
tables by which hospital laundry 
managers can evaluate the effici- 
ency of their own particular 
charges. 

Also, to the hospital manager, 
who cannot be expected to know 
all the details of laundry man- 
agement, this manual will provide 
useful information on desirable 
equipment, tested formulas and 
standard production procedures. 
Even a casual perusal will arouse 
respect for the fund of knowledge 
required in efficient laundry op- 
eration and will help promote 
harmonious relations between ad- 
ministrators and laundry man- 
agers. 


For the laundry manager him- 
self, the material in the manual is 
of inestimable value. Of special in- 
terest are 14 tested washing for- 
mulas, covering all degrees of soil 
and types of fabrics to be en- 





Inquiries about books reviewed in 
the Literature department should be 
addressed to the American Hospital 
Association Library —Asa S. Bacon 
Memorial, !8 E. Division Street, Chi- 
cago 10. The department is edited by 
Helen V. Pruitt, librarian. 





countered in the hospital. Each of 
these formulas was set up and 
tested under controlled operating 
conditions, and in every case a 
sufficient number of test pieces was 
run and necessary’ corrections 
were made before the formula was 
considered satisfactory. 

In conjunction with the material 
on washing formulas is an excel- 
lent section dealing with laundry 
chemistry, explaining in easy-to- 
understand language the ingre- 
dients and chemical reactions 
involved in water softening, wash- 
ing, starching, bleaching and 
bluing, along with suggestions for 
optimum fulfillment of each op- 
eration. 

To provide the laundry manager 
with a working check on the ef- 
ficiency of his department, the 
American Institute of Laundering, 
Joliet, Ill., has permitted the re- 
production in the manual of pro- 
duction standards determined by 
expert field engineers. This infor- 
mation will tell the laundry man- 
ager just where he stands in 
relation to what other laundry 
managers are doing and will en- 
able him to measure the efficiency 
of workers in his laundry. 

A sample of this material is a 
chart showing results of surveys 
of 10 laundry washrooms, with 
figures for poundage processed per 
operator per hour. The value of 
such a chart may be appreciated 
by noting that the plant producing 
the highest poundage per hour was 
50 per cent more efficient than the 
lowest—a splendid increase for 
laundry managers to strive for. 

For the hospital administrator 
who would like to appraise the 
adequacy of his laundry plant, 
there is a special section at the 
back of the book entitled “Sug- 
gested Minimum Machinery Equip- 
ment Needs for Hospitals of Vary- 
ing Bed Capacities.” Minimum 
needs are listed for hospitals with 
bed capacities of 50, 100, 200, 500, 
and 1,000 beds. Each of these gives 
detailed information on the kinds 
of equipment needed, number of 
pieces, desirable capacity of. each 
item, and the type of power needed 
to run the machinery. 

A further index to the hospital’s 
equipment needs is_ provided 
through an estimate of the pounds 
of soiled linen that each such hos- 
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pital could normally expect to 
process per day and per week. For 
example, a 50-bed general hospital 
would have an over-all minimum 
linen usage of 12 pounds per ‘in- 
come bed per day, a total of 600 
pounds per hospital day, or 4,200 
pounds per hospital week. ; 

The committee has taken care to 
include in the manual discussions 
of all phases of laundry operation, 
and has a special related chapter 
dealing with the care and selection 
of hospital linens. Some of the 
other topics covered are: Factors 
that influence washing time, op- 
portunities for economy in the 
laundry, textile damage and the 
sources from which it can be ex- 
pected, methods of linen service 
and distribution, and public health 
aspects of hospital laundries. 

This manual represents part of 
a long-range program of the Com- 
mittee on Hospital Laundry Man- 
agement designed to bring the 
question of laundry operation to 
the forefront. Another valuable 
educational phase will be the laun- 
dry institute, tentatively planned 
for June 26 to June 30 at the Uni- 
versity of California in Berkeley. 

Two successive committees par- 
ticipated in the preparation of the 
manual on laundry management 
(1947-48, 1948-49). Members of 
the two committees include: L. A. 
Bradley, Frank G. Bruesch, H. H. 
Hood, John F. Kenney, Joseph F. 
Krawiec, J. L. MacFarland, Wil- 
liam O. Bohman and Hubert C. 
Normile.—E. P. W. 


Diet manual 


Diet MANUAL OF BETH ISRAEL HOs- 
PITAL. 49 pp. New York City: Beth 
Israel Hospital. First Edition. 1949. 
This is the first hospital diet 

manual to be written in accordance 

with Jewish dietary laws. It was 
compiled by the dietary staff of 

Beth Israel Hospital, New York 

City, in consultation with the Com- 

mittee on the Diet Manual of the 

Medical Board. 

Although following out the 
Jewish dietary laws, the manual 
should be a helpful guide to any- 
one writing diets. 

Each diet is listed in a clear and 
concise form giving: (1) Type Y 
foods in the diet and foods per- 
mitted or to be avoided, (2) meal 
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plan, and whenever for a quantita- 
tive diet, the weight, measure, and 
carbohydrate, protein and _ fat 
grams in each serving, (3) in table 
form, the summarized approximate 
composition in calories, carbohy- 
drate, protein, fat, calcium, iron 
and vitamins in each diet. 

The simplified method for cal- 
culating metabolic diets is used-in 
the manual. The new classification 
of foods is included with tables of 
food equivalents for bread, fruits, 
vegetables, meats and butter. 


This manual should be an excel- 
lent reference for smaller hospitals 
(without qualified dietitians) 
which have a limited dietary staff. 
—M.G. 


Hospital trusteeship 


THE HOSPITAL GOVERNING BOARD. J. 
Dewey Lutes, F.A.C.H.A. 55 pp. 
Augusta, Ga.: Tidwell Printing 
Supply Co. 1949. $2. 

The author, a co-founder and 
former executive secretary of the 
American College of Hospital Ad- 
ministrators and now director of 
the University Hospital, Augusta, 
Ga., draws upon his 27 years of 
hospital experience in outlining 
the philosophy, responsibilities and 
pitfalls of hospital trusteeship. 


The book stresses trustee-ad- 
ministrator relationship, illustrated 
by five case histories, but does not 
go into specific problems such as 
board selection and control of the 
medical staff. It could not be con- 
sidered a text for hospital trustees 
but more of an essay on trustee- 
ship. The author wrote it as such, 


TUT LALLA. LL LLL LL LLL LCL. L LDL 








saying 
awaken board members to the gi- 
gantic responsibilities of their po- 
sition and of the potential within 
their grasp.”—A.A.R. 


Health insurance folder 


A folder containing four pam- 
phlets and one reprint on the ques- 
tion of national health insurance 
has been prepared by the Blue 
Cross Commission. The material is 
designed for reading by the gen- 
eral public and contains informa- 
tion for which hospital adminis- 
trators often are asked. It also 
could be used as a basis for talks 
to community groups. 

Contents include these pam- 
phlets: “An Examination of Pend- 
ing Health Legislation,’ Blue 
Cross-Blue Shield testimony by 
Dr. Paul R. Hawley, chief execu- 
tive officer of the Blue Cross and 
Blue Shield commissions; ‘‘The Is- 
sue of Compulsory Health Insur- 
ance,” by Dr. Hawley; ‘‘Nonprofit 
Health Service Plans,” issued by 
the U. S. Chamber of Commerce, 
and “You and Socialized Medi- 
cine.” The reprint, prepared by 
Hospital Management, is titled “A 
Brief on Compulsory Health In- 
surance.” 


Administrators may order copies 
of the folder directly from the local 
Blue Cross plan or from the Blue 
Cross Commission, 425 N. Michi- 
gan Avenue, Chicago 11. The cost 
is 60 cents each. 

Copies of the folder have been 
distributed to librarians through- 
out the United States. 
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Index to hospital literature 


A semi-annual Index of Current Hospital Literature has been pub- 
lished by the American Hospital Association for the past five years. 
The separate indexes now are being cumulated into one alphabet in 
a single volume to make access to the total number of entries easier 


for the user. 


The cumulative index will contain a listing by both author and 
subject of articles pertaining to hospital administration published 
in a wide variety of journals from 1945 through 1949. It will be 
available soon after the first of next year. Announcements about the 
new publication are being mailed to Association institutional mem- 
bers and to other interested groups and individuals. 

Members of the library staff, in addition to compiling the cumula- 
tive index, are preparing the semi-annual index issues for 1950. 
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Convalescent time a happy time! 
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Citrus fruits and juices help make... 









The appetite appeal of Florida citrus fruits and juices... 

their tangy, refreshing goodness, combined with their remarkable 

richness in vitamin C and other essential nutrients *— all constitute . ; 
*Citrus fruits — 

a happy augury for the convalescent, to whom a well-balanced, eens richest 

highly nutritious dietary is so important. known sources of 














vitamin C —also 
contain vitamins A, 


Tissue health and vigor are benefited by the high vitamin C 


content‘ of citrus fruits; and restoration of patient energy B,, and P, and 
is implemented by the abundance of rich, natural fruit sugars readily assimilable 
(so easily assimilated ‘without digestive burden) .? natural fruit sugars, 


" ‘ i . ree ith oth 
Their marked value in calcium metabolism,’ and their aid together ath other 


to the management of infectious conditions, highlight 
their adjuvant role in quickening convalescence. 


factors such as iron, 
calcium, citrates 
and citric acid. 


Mildly laxative,? and an effective stimulus 

to appetite too, citrus fruits and juices—fresh, canned, 
concentrated or frozen—can be of inestimable value 
in helping to speed the return to health. 


FLORIDA CITRUS COMMISSION 
Lakeland, Florida 








Oranges ¢ Grapefrutt « Tangerines 
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First Step Towards Council Streamlining 


One Association council has been 
eliminated and two more may fol- 
low a similar path as a result of 
action taken by the Board of Trus- 
tees in Cleveland following the 
fifty-first convention. 

The Board eliminated the Coun- 
cil on International Relations and 
established a new Committee on 
Association Structure to work to- 
ward elimination or consolidation 
of some other councils. This com- 
mittee will, in addition, study 
council functions in general and 
will review the Association’s by- 
laws in cooperation with the By- 
Laws Committee. 

The functions of the Council on 
International Relations will be-tak- 
en over by a new committee on 
international relations. 

On the basis of this decision, 
the Board approved the action of 
President John N. Hatfield in not 
appointing chairmen for the Coun- 
cils on Public Relations and As- 
sociation Relations. These two 
councils are still on the books but 
are presently inactive. 

This action by the Board of Trus- 
tees leaves the Association with 
six active councils—the Councils 
on Administrative Practice, Pro- 
fessional Practice, Hospital Plan- 
ning and Plant Operation, Prepay- 
ment Plans and Hospital Reim- 
bursement, Government Relations, 
and Education. 

In other action, the Board: 

1. Approved the appointment of 
Dr. Edwin L. Crosby, director of 
Johns Hopkins Hospital, Baltimore, 
as chairman of the Council on Pro- 
fessional Practice, succeeding Dr. 
Robin C. Buerki, vice president of 
the University of Pennsylvania. 

2. Approved the appointment of 
Ritz E. Heerman, superintendent 
of California Hospital, Los An- 
geles, as chairman of the Council 
on Administrative Practice, suc- 
ceeding Sister Mary Reginald, R.N., 


chief administrative officer of 
Mount Mercy Hospital, Dyer, Ind. 
3. Voted appreciation to Dr. 


Buerki and the Rt. Rev. Msgr. 
Maurice F. Griffin, Cleveland, “for 
their long and devoted service on 
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councils.’”’ Both have served since 
councils were brought into the 
Association structure in 1936. 

4. Voted to approve in principle 
an Association study of hospital 
relationships in the establishment 
of staff organization on a group 
practice basis. 

5. Voted to approve and try to 
activate the following recommen- 
dation of a committee which it 
had appointed to bring in a resolu- 
tion regarding veterans’ hospital 
beds: “The committee reviewed 
resolutions by the Board of Trus- 
tees and House of Delegates on the 
subject of construction of hospitals 
for veterans and it does not be- 
lieve there is anything to be gained 
by further resolutions at this time, 
but it does recommend that the 





MR. HEERMAN 


DR. CROSBY 


Association should go forward with 
its opposition to further expan- 
sion of the veteran hospital pro- 
gram except where such expansion 
is coordinated with the planning 
for hospital facilities for the total 
population. 

“These same principles should 
be utilized in attempting to work 
out a basis for agreement with the 
liaison committee with the Ameri- 
can Legion. To summarize, it is 
the feeling of this committee that 
all that is needed is good planning 
and cooperation with govern- 
mental agencies and veteran or- 
ganizations at the national, state 
and local levels.” 

6. Approved further experiment- 
ing with the hospital planning 
review service with a view to de- 
veloping a permanent program. 

7. Endorsed the purposes of the 
Midcentury White House Confer- 





ence on Children and Youth sched- 
uled for the latter part of 1950. 

8. Approved the draft of the 
hospital nursing service manual 
worked out jointly with the Na- 
tional League of Nursing Educa- 
tion and approved publication of 
the “Manual of Hospital Records 
Administration.” 

9. In a joint meeting with the 
Committee on Coordination of Ac- 
tivities, the Board of Trusteees also 
voted to continue the committee 
that is raising funds for a national 
study of the financing of hospital 
care and approved a set of hospital 
insurance report forms, which will 
be described in a later issue of 
HOSPITALS. 


Mailing of Manuals 


Distribution began late last 
month of two Association manuals 
—‘Staffing the General Hospital’ 
and “Hospital Records Administra- 
tion.” 

The manual of procedures on 
records administration was pre- 
pared by members of the Com- 
mittee on Research Project for Ad- 
ministrative Filing Systems of the 
Council on Administrative Prac- 
tice. Detailed instructions for set- 
ting up various types of hospital 
filing systems are included. In ad- 
dition, a schedule for the retention 
and disposal of records is given. 

“Staffing the General Hospital” 
first was prepared and published 
by the Public Health Service. Re- 
cently it was reprinted by the As- 
sociation. The booklet is intended 
to assist new hospitals or existing 
facilities of 25 to 100 beds. A num- 
ber of pictorial charts, as well as 
tables, show the optimum number 
of people to have in the various 
departments of a hospital. These 
figures are given in relation to the 
size of the hospital and the num- 
ber of hours in the work-week 
schedule. 

All member hospitals of the As- 
sociation will receive a copy of 
“Hospital Records Administration” 
without charge. Additional copies 
are available to members at $1.50; 
to others at $2.25. “Staffing the 
General Hospital” has been pub- 
lished for general distribution at 
50 cents a copy. 
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- + FEDERAL, LEGISLATIVE - - 





Approval of the Hill-Burton Amendment 


When the first session of the 
EKighty-First Congress was nearing 
an end last month, its legislative 
record included the enactment of 
only one major national health bill 
—amendment of the Hill-Burton 
Act. Fortunately, this amendment 
had been hoped for in various 
forms by almost everyone in the 
health field and was considered a 
significant bill because (1) it pro- 
vided continuation of a successful 
program which required greater 
funds and more time and (2) it 
scored a point, indirectly, for those 
who insist on voluntary methods 
of improving the nation’s health. 

The Hill-Burton amendment is 
essentially H.R... 5903, the House 
version of the bill (see HOSPITALS 
for October, page 124). The House, 
after weighing the merits of S. 614, 
Senate version, passed the upper 
chamber’s proposal with changes 
to make it look very much like 
H.R. 5903. This, in turn, was ac- 
ceptable to the Senate which passed 
the amendment unanimously. All 
that was needed in early October 
was President Truman’s signature. 

The Hospital Survey and Con- 
struction program, then, was des- 
tined to continue until June 1955 
supported by an annual federal 
contribution of $150,000,000—or 
twice the present authorization. In 
the future, any state will be able 
to establish objective criteria for 
varying the percentage of federal 
funds in approved projects within 
limits of one-third and two-thirds 
of total cost. 

Perhaps more significantly, the 
amendment provides that hospitals 
on which construction has been 
begun without federal aid—and 
which have ceased construction 
because of lack of funds—will be 
able to participate in the Hill-Bur- 
ton program if the projects con- 
form generally to regulations and 
if funds allotted to the state are 
sufficient. 

Coming legislation: Returning to 
Washington in January for the sec- 
ond session of this Congress, the 
lawmakers will be confronted with 
a formidable volume of layover 
bills which, more from limitation 
of time than opposition, were not 
Passed in 1949. Among them are 
Proposals for financial support of 
mental hospitals, local public 
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health departments and local 
school health services; establish- 
ment of additional federal medical 
research institutes; restoration of 
the 16,000 beds in veterans’ hos- 
pitals, circumventing President 
Truman’s cutback order of last 
winter; establishment of a national 
science foundation and finally, but 
most controversial of all, compul- 
sory national health insurance. 
Curiously, yet understandably, 
the Senate, while moving general 
legislation much more slowly than 
the House in 1949, acted with dis- 
patch on all bills pertaining to hos- 
pital assistance, improvement of 
medical care and aid to profes- 
sional education. This was due (1) 
to the highly efficient state of co- 
operation among Republican and 
Democratic members of the Sen- 
ate Labor and Public Welfare Com- 
mittee and (2) to the dilatory tac- 
tics of the House Interstate and 
Foreign Commerce Committee. 
Compulsion outlook: Notwith- 
standing the stalemate on com- 
pulsory health insurance, whose 
opponents in both political parties 
far outnumber its supporters, there 
is every sign that Congress in 1950 
will be health and hospital con- 
scious to an unparalleled degree. 
For one thing, 1950 will be a con- 
gressional. election year and the 
political pull of national health as 
a campaign issue is mounting. 
Second, House and Senate critics 





CONVENTION FIGURES 


Final statistics have been re- 
leased which show that the As- 
sociation’s 51st convention was 
the best attended to date. A 
total of 5,599 representatives 
from hospitals registered. Of 
this total, 137 registrants were 
representatives from India, Bel- 
gium, France, Philippine Is- 
lands, Venezuela, Peru, Aus- 
tralia, Belgian Congo, England, 
Holland, Canada, Virgin Is- 
lands, Hawaii and Puerto Rico. 

There were 2,070 exhibitors 
and dealers who represented 
the 267 commercial exhibits. 
These exhibits were shown in 
a total of 425 booths. In addi- 
tion to this, there were 31 edu- 
cational exhibits. 














of nationalized medicine and hos- 
pital care feel that if their efforts 
are to prevail, it will be through 
support of counter-measures, such 
as governmental encouragement of 
prepayment plans and financial aid 
to hospitals, professional education, 
public health units and research 
institutions, rather than by heap- 
ing invectives on the proponents of 
health insurance. 

It is significant that the Senate, 
toward the middle of October and 
shortly before adjournment, ap- 
proved $10,000 for the Murray 
subcommittee on health legislation 
so that it might obtain whatever 
additional facts on health may be 
required. Similar authority was 
voted a year ago but the funds 
were not used. This time there is 
likely to be a different story, ac- 
cording to interested observers. 
Reports indicate that a serious 
study of voluntary prepayment 
hospital and medical care plans is 
contemplated—how many persons 
are covered by them, extent of 
coverage, overhead costs and so on. 

Lobby probe: Another important 
development that came late in the 
congressional session was the ap- 
pointment by Speaker of the House 
Sam Rayburn of a seven-man spe- 
cial committee to investigate lob- 
bying activities. This group, whose 
chairman is Representative Frank 
Buchanan (D., Pa.), will begin 
holding public hearings in January 
and its findings and recommenda- 
tions are almost certain to have 
important bearing, directly or in- 
directly, on the course of health 
legislation. 

This is evident because virtually 
every national professional or- 
ganization in the health sciences 
maintains one or more legislative 
representatives in the capital— 
medical, nursing, dental, osteo- 
pathic, chiropractic, hospitals, op- 
tometric and so on. 

School support: Passed by the 
Senate and subsequently reported 
favorably by the House Committee 
on Interstate and Foreign Com- 
merce, the bill on federal support 
of medical, dental and nursing 
schools and providing for scholar- 
ships, foundered as the result of 
(1) lateness in its being reported 
out of interstate and (2) opposi- 
tion to the section dealing with ac- 
creditation of schools. As to the 
latter, the spearhead was Dr. 
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James W. Davis, head of Davis 
Hospital at Statesville, N. C. In 
Georgia and North Carolina, he 
rallied a sizable opposition to the 
provision that professional schools, 
in order to qualify for funds, ‘must 
have been approved or accredited 
by a recognized body or bodies ap- 
proved for such purpose by the 
surgeon general.” 

Through Dr. Davis’s efforts, Rep- 
resentatives Doughton (N. C.), 
Cox (Ga.) and other influential 
House members appeared before 
the Rules Committee to express 
objections. Although a last-minute 
compromise was reached, agree- 
able to the American Hospital As- 
sociation as well as Representative 
Doughton and the Public Health 
Service, the bill was passed over 
by the Rules Committee—which 
means that it will not come up 
again before 1950. Under the com- 
promise, accrediting of nursing 
schools. would be placed in the 
hands of state licensing and regis- 
tration agencies. 

Apropos of accrediting proced- 
ures, the formal report of the House 
Interstate and Foreign Commerce 
Committee reads, in part: “The 
committee believes that the pro- 
fessions themselves should remain 
the principal guarantors and pro- 
tectors of the quality of instruction. 
The bill, therefore, provides for 
the accreditation of schools by 
recognized accrediting bodies ap- 
proved by the surgeon general 
after advice and recommendation 
of the National Council on Educa- 
tion for the health professions. 
Such bodies already are well es- 
tablished in all the health profes- 
sions except nursing, where sev- 
eral accrediting bodies recently 
have been consolidated. This pro- 
vision permits adequate flexibility 
in the administration of the ac- 
crediting procedures. At the same 
time, it safeguards professional 
and academic control of instruc- 
tion.” 

Mental health: A bill introduced 
early in October by Senator Wayne 
Morse (R., Ore.), may well be 
the precursor of a movement in 
1950 to obtain federal subsidies 
for mental hospitals, both public 
and private. The measure (S. 2642) 
would authorize $100,000,000 an- 
nually for allocation in any man- 
ner “appropriate to the caring for 
the mentally sick’—construction 
of facilities, expansion of person- 
nel, supplies, equipment or what- 
ever the requirements may be. The 
program would be administered by 
the Public Health Service. 
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Higher Standards 


Improvement of nursing educa- 
tion and service has been one con- 
tinuing objective of the national 
nursing organizations. Raising the 
standards of schools of nursing, in- 
creasing the number of university 
affiliations and four-year degree 
programs, attempts to define the 
duties of the professional and non- 
professional nurses and recruiting 
enough students to meet the ever 
increasing demand for nursing 
service have been part of this 
trend. 

In September two specific proj- 
ects were completed in the pro- 
gram of improvement. One of 
these was the survey of educational 
facilities of basic programs in nurs- 
ing. The other project was the 
“Manual of Accrediting Educa- 
tional Programs in Nursing.” 

Survey: The survey of schools 
data for state nursing organiza- 
tions was made to review the edu- 
cational facilities of basic programs 
of nursing in the United States. It 
was initiated by the Nationa! Com- 
mittee for the Improvement of 
Nursing Services in an effort to 
provide data on the source of sup~ 
ply for all nursing services. Mem- 





POINT OF EMPHASIS 
The epigram, “Actions speak 
louder than words,” was proved 
again when the administrator 
of Kenosha (Wis.) Hospital was 
explaining to a group of people 
the need for improved emer- 
gency room facilities. The gath- 
ering was a ceremony for the 
dedication of the new emer- 
gency room. Director Omer B. 
Maphis was describing the dis- 
advantages of the old system of 
taking emergency patients up 
five stories directly to the op- 
erating room. In the middle of 
his speech, an ambulance rolled 
up to the hospital entrance. 
Without any knowledge of what 
. had been going on, the ambu- 
lance attendants proceeded to 
give a demonstration of the in- 
efficiency of the old method. 
Anyone in the audience who 
still doubted the need for the 
new facility was thoroughly 
convinced after seeing the com- 
parison actually come to life. 
Under the new system, pa- 
tients are taken directly to a 
special room on the first floor. 














bers of the committee felt that 
such data were needed before any 
sound planning for improvement 
of services could be started. 

The survey was conducted by 
the Subcommittee on School Data 
Analysis. This subcommittee, ap- 
pointed by the national committee, 
operates under the joint board of 
the six national nursing groups. 

Questionnaires were sent to 
schools of nursing in the United 
States, Hawaii and Puerto Rico. 
Ninety-six per cent of the 1,195 
schools completed questionnaires. 

Two sources of information were 
provided by schools in the survey. 
These were (1) information re- 
turned on the questionnaires, and 
(2) school bulletins and other 
school literature..Other informa- 
tion used in the survey included 
data on educational facilities pub- 
lished by the U. S. Office of Edu- 
1 data on hospital facili- 
ties published by the American 
Hospital Association and Ameri: 
Medical Association 

The study contains a great deal 


cation anc 


of material on resources of nut 
ing educational facilities. This in 
formation is expected to assist in 
regional planning for nursing ed 
cation to ineei the needs of nurs 


ing services. It also is expected to 
be useful to planning groups. 

A classification of the basic pro- 
gram in nursing, “The Interim 
Classification of Schools of Nurs- 
ing Offering Basic Programs,” also 
was made with material gathered 
in the survey. It includes two 
groups of schools classified by rela- 
tive national standings. 

Group I consists of the 25 per 
cent of the basic nursing programs 
with the highest standards. Group 
II includes 50 per cent of the 
basic programs—the schools with 
middle standings. Another 25 per 
cent of the basic programs are not 
included in the interim classifica- 
tion. These are the programs with 
the lowest standings and a few for 
which data were not returned. 

It is expected that the classifi- 
cation will be useful to groups in 
recruitment of more and better 
qualified students, to counseling 
and guidance groups and to pros- 
pective students. The classification 
of the six national nursing organi- 
has been approved by the boards 
of the six national nursing organi- 
zations and will be published in 
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LO Blankets are making hospital work easier, and patients 
more comfortable. 
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“ That’s because Colossus Blankets are made expressly for 
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the American Journal of Nursing. 

Manual: The National Nursing 
Accrediting Service, which in- 
cludes representatives from the six 
national nursing organizations, has 
published its ‘““Manual of Accredit- 
ing Educational Programs in Nurs- 
ing.” The 103-page looseleaf man- 
ual, which is a statement of policy, 
criteria and procedures, is divided 
into three major sections. 


Part I is a statement of general 
policies which govern accredita- 
tion of educational nursing pro- 
grams. Part II contains the criteria 
of institutional excellences and is 
expected to guide faculties in 
evaluating their programs and to 
aid boards of review and accredit- 
ing representatives in making com- 
parison studies of educational pro- 
grams in nursing. Part III is a 
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Back in 1907 S a young man named N. S. Hillyard, started i in bus- 


iness with one small factory g~) and one big idea * 


He was 


convinced that fast-growing, industrial America wanted and needed 


specialists in floor treatments, mai 


tenance and sanitation methods 





. Upon this conviction he laid the foundation for the nation’s 


largest plant 


and most complete line of products 


devoted exclusively to the floor treatment, maintenance, and sanita- 
tion field. Today, N. S. Hillyard’s sons v7 , their sons cal , and 


scores of faithful employees 


Hillyard products and to formulate new ones 
Hillyard “Maintaineers” take over in the field, 

how to use these products to best advantage 
“Handle with HILLYARD Care” is more than just a slogan... 


work constantly to improve 
. Then the 

and show people 
. That's why 
it’s a 4- 


word philosophy with thousands of customers who want the finest 
materials and the best service their dollars can buy. If you want a 
constructive, money saving plan for floor treatments, maintenance, 
and sanitation, plus the tools to put it in action, call Hillyard, or 
your “Maintaineer”... 





. the man who makes the 4 words work. 


ST. JOSEPH, MISSOURI 





Branches in Principal Cities 





discussion of the procedure used to 
evaluate an educational nursing 
program so that it may be ac- 
credited and included in the rec- 
ognized list published each year by 
the National Nursing Accrediting 
Service. 

The three categories of nursing 
now recognized by the accredit- 
ing service are included in the 
manual. These are programs in 
basic nursing, including collegiate 
and noncollegiate schools; pro- 
grams for graduate nurses; pro- 
grams for practical nurses. In ad- 
dition, the manual contains addi- 
tional material for evaluation of 
study programs for _ industrial, 
psyschiatric and public health 
nursing. 

Indiana workshop: State nursing 
groups as well as national organi- 
zations have been studying meth- 
ods and plans for improvement 
of nursing education and stand- 
ards. One example of this was the 
workshop conducted last winter at 
Indiana University, Bloomington. 

Persons who attended the work- 
shop used Esther Lucile Brown’s 
report, ‘“‘Nursing for the Future,” 
as the basis of their discussions. 
Reactions to the Brown report 
were presented by representatives 
of such groups as physicians, hos- 
pital administrators, patients and 
potential patients, school of nurs- 
ing directors, and college and uni- 
versity administrators. 


Nursing Consolidation 


A program to centralize the var- 
ious schools of nursing in Minne- 
apolis was put into effect by the 
Minneapolis Hospital Council late 
in September. Four of the 10 
schools of nursing in that city have 
coordinated their programs so that 
students will attend clinical classes 
in hospitals other than the ones 
they are affiliated with. While only 
four of the city’s nursing schools 
actually are participating in the 
program, all 10 are contributing 
financially. 

Henrietta Davis, coordinator of 
the planning committee and for- 
merly director of nursing at Abbott 
Hospital said that the aim of the 
program is to improve the quality 
of nursing instruction by pooling 
the facilities of the various schools 
and then choosing the best instruc- 
tors in a particular field and the 
best facilities available for teach- 
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ing each subject. Thus nursing 
students will attend classes in 
whichever hospital offers the best 
facilities for a particular course. 


Red Cross Instructors 


A study of nursing needs and re- 
sources by the board of governors 
of the American Red Cross has re- 
sulted in a recommendation for an 
accelerated program of nursing 
services to meet community re- 
quests. The action taken by the 
board provides specifically for in- 
structor training courses for all 
home nursing instructors, training 
qualified nurses for disaster duty 
and the teaching of nurse aide 
classes to meet the needs of public 
health agencies as well as hospitals. 

Plans now are going ahead to 
increase the number of nurses 
qualified as instructor-trainers for 
home nursing. These nurses will be 
responsible for training and super- 
vising the instructors in their local 
communities. 


New School 


The iirst class of nursing stu- 
dents began late in September at 
the James Ward Thorne School of 
Nursing of Passavant Memorial 
Hospital, Chicago. A recruitment 
program was begun in February 
and closed in July when 51 quali- 
fied students were enrolled. 

The school is affiliated with 
Northwestern University and stu- 
dents take science courses at the 
university’s medical school. A 
three-year course leading to a 
diploma in nursing and a five-year 
course leading to the nursing di- 
ploma and to a bachelor’s degree 
from Northwestern University are 
offered. 


Pay Raise for Nurses 


A pay raise for private duty 
nurses in three counties in Illinois 
has been approved by the board 
of directors of the First District 
Illinois State Nurses’ Association. 
Until September 15, nurses from 
Cook, Lake and DuPage counties 
had received $10 for professional 
services to one patient for an 
eight-hour day. With the new rul- 
ing, nurses receive an additional 
$2.50 for an eight-hour day. If one 
nurse serves two patients for an 
eight-hour period, the rate is 
$14.50 instead of $12. Resident 
service for a 20-hour period in the 
home or hotel now is $15.50 in- 
Stead of $13 and special cases are 
$15.50 instead of $11 for an eight- 
hour period. 
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A Fund Raising Organization 
e of Hospital Experts 
e for Hospital Campaigns 


(25 years of successful experience in the hospital field) 


* * * 


EXAMPLES OF SOME OF OUR 


RECENT CAMPAIGNS 


Annapolis Emergency Hospital 

Annapolis, Maryland 

Goal wad New Wing)... 

Raise - 

Number of Gifts ....................... 

Total Cost (Including both fixed fee and 
all campaign expenses) 


* * * 


Deaconess Hospital 

Grand Forks, North Dakota 

na New Wing) 

Raised 

Number of Gifts. as 7 

Total Cost (Including both fixed fee and 
all campaign expenses) 


* * * 


CORNING HOSPITAL 
Corning, New York 


Goal (for New Wing)................:cccsssssccseesesseeees 


June, 1949 
Population: 13,069 
$350,000 

$508,315 

4,820 


6.0%, 


December, 1948 
Population: 20,228 
$500,000 
$502,086 

4,260 


6.4%, 


February, 1949 
Population: 16,212 
$325,000 





Raised 
Number of Gifts 





vsnenvmnacioneiniihil $451,600 


7,894 





Total Cost (Including both fixed fee and 


snail 5.7% 





all campaign expenses) 
* * * 


*Peninsula General Hospital 
Salisbury, Maryland 

Goal (for New Wing) 

Raised 

Number of Gifts... 

Total Cost (Including both fixed fee and 


all campaign expenses) 


May, 1949 
Population: 10,313 
$350,000 

$473,725 

3,798 


6.2%, 


*Our second successful campaign for Peninsula General Hospital. 














When your Board's next fund raising problem arises, your 
first move toward campaign victory will be to request a 
Haney consultation . . . without any obligation or expense. 














CHARLES A. HANEY and ASSOCIATES, Inc. 


259 Walnut Street ® 





Newtonville 60, Massachusetts 
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Course for Hospital Laundry Managers 


An eight-week course, February 
13 to April 7, 1950, in hospital 
laundry management now is being 
planned to meet the need for 
trained personnel in this field. 
Sponsored by the American Hos- 
pital Association and the State 
University of Iowa, the course will 


be of a practical nature, giving stu- 
dents a basic knowledge in the 
fields of laundry chemistry, tex- 
tiles, personnel management, pro- 
duction management, record keep- 
ing, accounting, hospital organiza- 
tion, engineering and speech. 
Facilities of the State University 








Pure Latex Surgical Tubing, semi-transparent amber — six 
standard sizes. 


—in Pure Latex 
Laboratory and Surgical Tubings 


All the facilities of our plant and lab- 
oratory are devoted to just one product — 
the finest, purest latex tubing it is possible 
to make. RLP Surgical Tubing (amber) 
and Laboratory Tubing (black) have gained 
an enviable reputation for long-lived 


dependability. 


_ Inner and outer surfaces of RLP Tub- 
ings are smooth and seamless. No acids or 
minerals are used to coagulate the latex; 
thus, any ill effects which might result 


are eliminated. 


World Suppliers of 
Pure Latex Tubings 
NR 








y receipt. 











a i 
Pure Latex Black Laboratory 
Tubing — 24 standard sizes. 


RLP Pure Latex Surgical and Laboratory 
Tubings are sold through reputable surgical 
and hospital suppliers. RLP Laboratory Tubing 
is also available from your laboratory supplier. 
Dealers and customers alike tell us they are well 
f pleased with RLP’s conscientious service policy 
i — most orders are shipped within 24 hours of 


Pure Latex Surgical Tubing 


6 Standard Sizes 


Pure Latex Laboratory Tubing 


24 Standard Sizes 


Rubber Latex Products Inc. 


Cuyahoga Falls, Ohio 





of Iowa Hospitals will be open to 
all students taking the course. The 
regular university staff member 
will instruct the various subjects, 
with emphasis on practical in- 
struction and experience in hos- 
pital laundry management. 

Because the number of students 
will be limited to 35, applications 
must be sent not later than Jan- 
uary 15. Further information is 
available from the Extension Di- 
vision, State University of Iowa, 
Iowa City. 


Building Course 


Under the sponsorship of the 
United Hospital Fund of New York, 
the Hospital Council of New York 
and the Greater New York Hos- 
pital Association, a 30-week eve- 
ning course in hospital construc- 
tion and alteration began October 
25. The main part of the course is 
devoted to the planning of a 200- 
bed hospital as well as alterations 
in existing hospitals. Individual 
topics for discussion include: Site 
selection, rudiments of building 
design, building materials, space 
allotment to the various depart- 
ments and the consideration of 
future trends. ; 

Dr. John Gorrell, associate pro- 
fessor of hospital administration at 
the School of Public Health, Co- 
lumbia University, is director of 
the course. 


Medical School Report 


An annual report, covering 71 
approved medical schools in the 
United States and nine in Canada, 
has been published by American 
Medical Association’s Council on 
Medical Education and Hospitals. 
The report shows that 5,094 phy- 
sicians were graduated from med- 
ical schools in this country during 
the year ending June 30, 1949. 
This was the smallest graduating 
class in 10 years. Canadian medi- 
cal schools reported 679 graduates 
for the same period. 

This year it is expected that 
there will be approximately 5,600 
graduates in the United States. 
This figure is based on the senior 
class enrollment. Total enrollment 
in the United States medical and 
basic science schools in the last 
academic year was 23,670. The 
freshman class of 6,688 was the 
largest ever admitted. 
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Since Continental introduced the first accept- 
able automatic iceless oxygen tent in 1936, 
improvements and continued research has 


kept the Continentalair out in front. 


Recognition of merit is not new with the Con- 
tinentalair. It has been approved by the New 
York City Code; the Canadian Standards 


Association; the American Medical Associa- 
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tion, Council on Physical Medicine; and the 
Underwriters’ Laboratories, Inc. The most im- 
pressive record of its merit is the 6000 units in 
regular, satisfactory operation in hospitals 


throughout the world. 


For details about the advantages of the Con- 
tinentalair and its important features, write 


for literature. 
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Hospital Employees in Blue Cross 


Blue Cross plan members em- 
ployed in hospitals use hospital 
service to a greater extent than 
the general population it was re- 
ported in a recent study of Blue 
Cross coverage and_ utilization 
among hospital employees. Eighty- 
eight plans submitted data for the 


study which was conducted by the 
Blue Cross Commission. 

Of the reporting plans, 56.67 per 
cent had no restrictions for hospi- 
tal employee groups. Restrictions 
of various kinds were reported by 
40 per cent of the plans, with 75 
per cent of this group limiting the 
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Minimize Trauma, Pain and Leakage 


Conventional hypodermic needles are like miniature biopsy 
needles—they cut out tiny cylinders of tissue removing 
nerve elements. In tissue so traumatized, pain lingers and 
the medication may leak out along the path of the needle. 
The rapier-points and rounded edges of “Blue 
Label” Needles are designed to penetrate by parting 
rather than by painfully slicing tissue fibers. Rapier-points 
are stronger—stay sharp longer because they contain 
more metal than conventional needles. These 
hand-honed needles are subjected to painstaking control 
and inspection at every stage of manufacture to insure 
freedom from chips, burrs and abrasives. Thus, 
“Blue Label” Needles offer hospitals definite savings 
in time and money. Why not order a supply today from 
your nearest surgical supply dealer? J. Bishop & Co. 
Platinum Works, Medical Products Division, Malvern, 
Pa. In Canada: Johnson Matthey & Mallory Co., 
Ltd., 110 Industry Street, Mt. Dennis, Toronto 16. 


BISHOP 


“BLUE LABEDL’’ NEEDLES 


Made of 18-8, the safe stainless steel 
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utilization according to a prede- 
termined percentage of the income 
from subscriptions. Other types of 
restrictions reported included re- 
quiring “in-bed” care; not enroll- 
ing staff members, student nurses 
or single personnel living in the 
hospital; limiting membership to 
office and supervisory employees. 

There was only a slight differ- 
ence between utilization on re- 
stricted and nonrestricted plans. 
In those plans where utilization by 
hospital employees is restricted, 
the plans spent an average $120.26 
for every $100 paid in subscrip- 
tions. The average payment for 
nonrestricted plans was $120.83 
for each $100 in subscription pay- 
ments. The main difference be- 
tween the two groups, according 
to the study, is that in some plans 
where utilization is limited, the 
hospitals reimburse the plans for 
costs in excess of the set limitation. 

Blue Cross memberships are 
paid for their employees by some 
hospitals. In the group of plans 
reporting, variable amounts of 
payments were listed. All of the 
subscription was paid by 138 hos- 
pitals and 50 per cent by 112 hos- 
pitals. Blue Cross membership for 
families of employees was paid in 
full by 10 hospitals. 

Among the plan member hospi- 
tals, 1,290 were reported as having 
no Blue Cross groups. It was noted 
in the report, however, that in 
some of the small hospitals em- 
ployees belong through other or- 
ganizations such as community 
groups. 

Student nurses were enrolled by 
66.67 per cent of the reporting 
plans. They were not accepted by 
28.89 per cent of the plans. 


Inter-Plan Bank 


In its first five months of opera- 
tion (May 1 through September 
30), the Blue Cross Inter-Plan 
Service Benefit Bank paid for 24,- 
510 hospitalizations. Hospitals re- 
ceived $1,944,211.85 from _ host 
plans in this period, which cov- 
ered 166,675.7 days of care for Blue 
Cross members hospitalized out- 
side their home areas. 

A total of 54 plans in the United 
States, representing 73.3 per cent 
of the national enrollment, parti- 
cipated in the bank during the 
first quarter. Four more plans were 
added in the second quarter and 
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Keep your a 
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3 of odors and germs 
) 
) Easily adjusted by patient to any 
x uu u eg: . a” 
PUR-AIR" ACTIVATED CARBON position and any height between 29 
- and 44”, 
. UNIT WILL PAY FOR ITSELF. 
y 
b 
5 
2 Pur-Air machines can be 
. rented to patients in 
l cancer and burn cases to 
3 keep visitors comfort- 
able. Polluted air is 
‘s drawn through filters 
- containing forty pounds 
. of renewable and_ re- 
ig placeable activated car- 
Ss bon. It emerges sweet, 3 
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- The Hill-Rom No. 614 was the original single- 
s e DELIVERS PURE, SWEET AIR pedestal overbed table. Naturally, over the years, 
. the popularity of this multi-purpose table has re- 
‘ sulted in imitations. Others have followed and 
AIR-BORNE BACTERIA copied it, but no other overbed table has the many 
refinements and advantages that are incorporated 
: KILLED BY GLYCOL-AIRE in the Hill-Rom No. 614. The original is still the 
4 leader. 
1 This Hill-Rom Overbed Table is so sturdily con- 
1 an structed and so perfectly balanced it will hold any 
; eg erent weight that could ever conceivably be placed upon 
: infection. Glycol va- it, without danger of upsetting. Mounted on large 
pors might well be casters, it moves quietly and easily. 
j used in surgery as : 
well as waiting } ‘ 
, rooms. Glycol-Aire. is i i : Used Over Bed, Easy 
electrically operated. ee : Chair, Wheel Chair 
y ; : 4 ’ 
3 Its rate of diffusion ie & _ 
r of vapor is control- ‘< The Hill-Rom No. 614 Overbed is 
lable to avoid waste. used over a bed, easy chair, wheel 
No moving parts. 110 chair, fracture frame or crib. It is 
volt AC or DC. equally convenient for serving meals, 
reading, writing, playing cards, for 
% makeup, shaving, etc. One side of 
. top has a mirror attached, the 
e other side makes a perfect reading 
; rack. The space under the top can 
l be used for storing cosmetics, shav- 
; . pa.c ing accessories, etc. 
- Approved as safe and effec- a? oe The wood top is finished in blond 
. tive by Research Corpora- $1.95 at. 7 maple or light walnut. The metal 
; tion of N. Y. base and upright are in durable 
hospital finish, 
Folder giving complete information 
j ‘ will be sent on request. 
; A HILL-ROM CO., INC. 
4 BATESVILLE, IND. 
l 
; 
COMPLETE HOSPITAL SUPPLY * = 
; x * 
609 COLLEGE ST. CINCINNATI, O. PR, 
! * Suture fr she Modern Hoifidat 
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PREPAID CARE 





additional plans are expected to 
join in the bank agreement in Jan- 
uary 1950. 

The inter-plan bank, which was 
approved by the Blue Cross Com- 
mission at its meeting in October 
1948, was activated on April 1. Its 
purpose is to simplify hospitaliza- 
tion of plan members outside their 
home areas. The hospital is paid by 
the host plan, which in turn files 


its claim with the bank. The host 
plan is credited and the member’s 
home plan is debited according to 
a predetermined scale of costs. Pa- 
tients receive service benefits of 
the area in which they are hospi- 
talized. 

Margaret Hill is manager of the 
bank, which operates from the 
Blue Cross Commission headquar- 
ters at Chicago. Antone G. Singsen, 
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See why America’s finest 
hospital laboratories 
are Kewaunee equipped 


A few Kewaunee See for yourself why the name Kewaunee 
hospital installations on laboratory equipment and casework 
St. Mary’s Hospital, Rochester, Minn. means efficient design, fine materials, 


yy hay elena husky construction, lasting quality. See 
Pn enor dy Hospital, Chicago, ll. how each Kewaunee unit serves a specific 
City Hospital, Baltimore, Maryland purpose, yet is perfectly matched with other 
ee units to form an integrated whole. See how 
Mobile Hospital, Mobile, Ala. Kewaunee’s Unit Assembly plan utilizes 
oe aed mass production methods to provide cus- 
Veterans Hospital, tom quality at budget-conscious cost. 


a See how Kewaunee saves your plannin 
Greenbrier Hotel, 4 ; er & 

White Sulphur Springs, W. Va. and engineering time, and relieves you of 
Matra cotta’ Michizn = many headaches in laboratory design. 
ae - a A free omer of the new Kewaunee Book 

a of Hospital Casework is ready for you. 


Kings Daughter's Hospital, Write for it now. If interested in laboratory 
wo wee adhe equipment, send for our Laboratory Equip- 


Columbia, Miss. ment Catalog. 

Divine Providence Hospital, ! 

steantad of 00 tached The services of Kewaunee engineers are 
New Haven, Conn. — available to you—no cost or obligation 
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KEWAUNEE BOOK 
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C. G. Campbell, President 
5082 S. Center St., Adrian, Michigan 
Representatives in Principal Cities 











assistant director of the commis- 
sion, supervises the bank. 


Nongroup Enrollment 


Enroliment of individuals in the 
Indiana Blue Cross and Blue 
Shield plans was opened late in 
September. Membership on a di- 
rect-pay basis has been made 
available to persons who are self- 
employed, unemployed, retired or 
employed by companies with less 
than five employees. A ‘Health 
Statement”’ certificate is issued by 
the hospital and doctor prepay- 
ment plans to each nongroup mem- 
ber. 

The Indiana Blue Cross plan, 
which has been in operation for 
five years, has 440,000 members. 
The three-year old Blue Shield 
plan has 325,000 members, all of 
whom belong to Blue Cross. 


Payments for Care 


The 90 Blue Cross plans in the 
United States and Canada paid 
hospitals $161,572,811 for care of 
plan patients during the first six 
months of 1949. This represents the 
largest percentage of plan income 
paid for member care by plans 
during any six-month period. 

Total plan income during this 
time was $184,350,857, of which 
9.11 per cent, or $16,796,610 were 
spent for operating expenses. Hos- 
pitals received 87.64 per cent of 
the total income. 

In the same six-month period, 
Blue Shield plans paid $46,049,267 
to doctors for care of Blue Shield 
member patients. This was 82.30 
per cent of the total income of 
$55,955,515 for the first six months 
of 1949. Operating expenses were 
13.41 per cent of total income or 
$7,505,140. 

As of June 30, Blue Cross mem- 
bership was 34,550,000 and Blue 
Shield membership 12,371,642. 


New Commissioners 


Three new members of the Blue 
Cross Commission have been elect- 
ed to replace commissioners who 
resigned recently. In District I 
R. S. Spaulding of the New Hamp- 
shire plan was elected to finish 
the term of Stanley Saunders of 
the Rhode Island plan, who re- 
signed as of September 24. 

In District VI, W. W. McCrary 
of Memphis has been named com- 
missioner in place of Edward Gro- 
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ner of New Orleans, who resigned 
on September 26. The third new 
member is William McNary of De- 
troit, who replaces E. P. Lichty of 
Chicago in District VIII. Mr. Lich- 
ty’s resignation was effective Oc- 
tober 7. 


Retention Aids 


A portfolio of material for dis- 
tribution by Blue Cross and Blue 
Shield plans has been prepared by 
the Blue Cross Commission. The 
material sells the idea of retention 
of Blue Cross and Blue Shield pol- 
icies by those persons who are no 
longer employed by the sponsors 
of their membership groups. 





HOSPITAL ADMISSIONS 
NET IN-PATIENT 1948-ANNUAL BASIS 
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ADMISSION-STAY 


The hospital admission rate for 
Blue Cross plan members was 116 per 
thousand participants in August, a 
slight increase over the July admis- 
sions of 115 per thousand. The August 
1949 admission rate also was higher 
than during the same period last 
year when 112 patients per thousand 
Blue Cross plan members were hos- 
pitalized. 

The average length of stay for Blue 
Cross plan members continued to de- 
crease in July, with the 6.93 average 
stay the lowest reported for this year. 
Length of stay dropped 0.11 days be- 
low the June figure of 7.09 days. This 
follows the pattern of 1947 and 1948 
when the lowest length of stay during 
the year was reported in July. In 1948 
this figure was 7.04 days; for July 
1947 the length of stay was 7.27 days. 


ooo 
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NVESTIGATE the ADVANTAGES 
of a CENTRAL SERVICE ROOM 



























A Central Supply 
Service offers 


SAFETY... 
CONVENIENCE, 
and ECONOMY 


SAFETY IS INCREASED: through uniformly simple procedures, proper 
sterilization of all supplies and equipment is assured under com- 
petent supervision. 


CONVENIENCE FOLLOWS: floors are relieved of all sterilization work; 
equipment and supplies are kept ready for instant use in any part 
of the hospital. 


ECONOMY RESULTS: much less equipment is needed because of cen- 
tralization; inventories can be kept more easily; service work is 
done more efficiently. 

Castle engineers do continuous research on the problems pre- 
sented by all sterilization services in the hospital. They are glad 
to consult with you on your particular requirements . . . to show 
you, without charge or obligation, where and how to locate and 
equip your sterilizing facilities for efficient use. 


WRITE: Wilmot Castle Co., 1184 University Ave., Rochester 7,N.Y. 


LIGHTS AND 
STERILIZERS 
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Saskatchewan Institute and Meeting 


The Western Canada Institute 
for Hospital Administrators for 
1949 was conducted October 3-8 at 
Regina, Saskatchewan. An annual 
affair since 1946, the meeting gives 
administrators and trustees an op- 
portunity to continue their educa- 
tion in the hospital field. Four west- 


ern Canadian provinces make up 
the group sponsoring the institute 
—Alberta, Manitoba, Saskatche- 
wan and British Columbia. At the 
meeting, all phases of hospital ad- 
ministration were discussed by a 
faculty of experts drawn from hos- 
pitals and government offices. 





Quafity 


BARDSUS.CI. Woven Catheters 
BARDEX Rubber Catheters. 


The Design and Distribution 
of Fine Quality Catheters 


is Our Sole Business 





C. R. BARD, Inc., Summit, N. J. 


Distributors for UNITED STATES CATHETER & INSTRUMENT CORP. 
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During the last day of the insti- 
tute, October 8, members of the 
Saskatchewan Hospital Association 
met for their thirty-first annual 
convention. All incumbent officers 
were re-elected for the coming 
year. They are: President, Dr. H. 
E. Baird, superintendent of the 
Regina General Hospital; vice pres- 
ident, H. H. Bassett, administrator, 
Victoria Hospital, Prince Albert; 
secretary-treasurer, John Smith, 
superintendent of the Yorkton 
General Hospital. 


Idaho 


Officers for the coming year were 
elected at the annual meeting of 
the Idaho Hospital Association, 
September 12-13 at Boise. Those 
named are: 

President, Nelson Ammons, bus- 
iness manager of Samaritan Hos- 
pital, Nampa; first vice president, 
Mother Louise, Mercy Hospital, 
Pocatello; second vice president, 
Lloyd Stevenson, superintendent, 
Latter Day Saints Hospital, Idaho 
Falls; secretary, Paul R. Hoff, Me- 
morial Hospital, Weiser; treasurer, 
Harold Baumgarten, Gooding Hos- 
pital. 

During the business meeting 
several resolutions were passed. 
The first one was a resolution to 
affiliate with the American Hos- 
pital Association. Members of the 
Idaho Hospital Association also 
voted to appoint a part time execu- 
tive secretary. Another resolution 
provides for the establishment of 
a rate standardization committee 
to study the possibility of rate 
standardization within the state. 


Commonwealth Group 


At the American Hospital Asso- 
ciation’s Cleveland convention, the 
organizational meeting of the 
Association of Commonwealth 
Fund Hospital Superintendents 
was held. Planning to meet annu- 
ally during the Association con- 
vention, the members will discuss 
the comparative statistical reports 
of performance gathered by the 
Commonwealth Fund and also will 
have opportunity to exchange in- 
formation. 

Mary C. Schabinger, superin- 
tendent of DeEtte Harrison. Det- 
wiler Memorial Hospital at Wau- 
seon, Ohio, was elected chairman 
of the new group and William A. 


HOSPITALS 


















oo 


= 








b ined 


wweraert www s 


tine % OM ft 


1 THM I 





rt 








Wyckoff, administrator of the T. J. 
Samson Community Hospital at 
Glasgow, Ky., was elected secre- 
tary-treasurer. 


Montana 


Efficient supervision of the var- 
ious departments in a hospital was 
one of the main topics of discus- 
sion at the annual meeting of the 
Montana Hospital Association, Oc- 
tober 14-15, at Great Falls. 

The business meeting was con- 
ducted during the last day of the 
convention and officers were elect- 
ed. Those named are: President, 
Richard Lubben, administrator of 
Bozeman Deaconess Hospital; vice 
president, Robert Lang, business 
manager of St. Vincent’s Hospital 
at Billings. 

Named as delegate to the Ameri- 
can Hospital Association was Rev. 
M. T. Ostlin, Lutheran Hospitals 
and Homes, Forsyth. The alternate 
is Sister Mary Fanahan, Holy Ros- 
ary Hospital, Miles City. 


Indiana Workshop 


Regulations for hospital licens- 
ing, noncompliances and how to 
carry out regulations will be the 
topics of discussion at an institute 
and workshop to be conducted No- 
vember 14 at Indianapolis. 

The meeting is to be sponsored 
jointly by the Indiana Hospital 
Association and the Indiana State 
Board of Health. The hospital asso- 
ciation will have a business meet- 
ing in conjunction with the work- 
shop. 


Wyoming 


Officers of the Wyoming Hospi- 
tal Association for the year begin- 
ning October 9, have been an- 
nounced. 

Those elected are: President, 
Fred Schultheis, administrator of 
the Converse County Memorial 
Hospital, Douglas; secretary-treas- 
urer, F. H. Ware, chief accountant, 
Memorial Hospital of Laramie 
County, Cheyenne. Z. E. Sevison, 
manager of Memorial Hospital at 
Cheyenne, was named delegate to 
the American Hospital Association. 


Pharmacy Elections 


Officers of the American Phar- 
maceutical Association and the 
American Society of Hospital Phar- 
Mmacists for the year 1950-51 have 
been elected by a mail ballot. The 
hospital pharmacists’ group is 
affliated with the pharmaceutical 
association and both groups will 
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install their new officers at a joint 
convention at Atlantic City during 
the week of April 30, 1950. 

New officers of the American So- 
ciety of Hospital Pharmacists are: 
President-elect, I. Thomas Reamer, 
Duke Hospital, Durham, N.C.; vice 
president-elect, Grover C. Bowles, 
Rochester, N.Y.; treasurer-elect, 
Sister M. Jeanette, Mary Im- 
maculate Hospital, Jamaica, N.Y. 


Inhalation Exhibition 


Physicians interested in the field 
of inhalation therapy will have an 
opportunity to observe the most 


recent developments at an exhibi- 
tion scheduled for December 5-10 
at New York City. The Symposium 
on Inhalation Therapy is being 
sponsored by the Committee on 
Public Health Relations of the New 
York Academy of Medicine and 
the New York Association of Oxy- 
gen and Ambulance Services, Inc. 

The symposium will consist of 
exhibits, demonstrations and mo- 
tion pictures which will show the 
most recent advances in this field 
and also practicable demonstra- 
tions of the equipment now avail- 
able for inhalation therapy. 








FOR MORE THAN ONE HUNDRED YEARS 


For more than a century, MARVIN NEITZEL 
Corp. has been forging a reputation for 
integrity and service—old-fashioned ideals. 

Yet, alert to current needs of the hospital 
administrator and his staff, it offers Nurses’ 
Uniforms, Student Nurses’ Uniforms, Sur- 
geons Gowns and other hospital garments 
that are specifically designed for hospital 


requirements — today’s requirements. 
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Hospitals and the Polio Epidemic 


An additional 103 hospitals in 33 
states, opened their doors to polio- 
myelitis patients for the first time 
during 1949—thus making a total 
of more than 1,000 hospitals 
throughout the country which al- 
ready have accepted polio patients 
or are prepared to do so when 


incidence in the community de- 
mands such service. Wider edu- 
cation and knowledge of the 
disease have been responsible for 
the response by hospitals to pro- 
vide essential services when epi- 
demics strike. 

Polio rates: Although the worst 








“different from all others.” 
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ALL ALIKE— | 
BUT EACH IS DIFFERENT 


All hospital fund-raising campaigns are alike in one element — the 
hospital needs money from the public. 


They may be similar in other respects, too, but every hospital admin- 
istrator knows that his hospital has some purely individual aspects — 


To understand those differences and to employ them to the kospital’s 
advantage is one major task of the professional fund-raising counsel. 


Nationwide experience in raising funds for hospitals of every classifi- 
cation has given B. H. LAWSON ASSOCIATES a broad view of those 


differences. We consider them carefully in advising a hospital: 


(1) Whether a fund-raising campaign is possible 

(2) How much money can be expected from a campaign 

(3) How that money can be raised, with the expert professional 
campaign direction that B. H. LAWSON ASSOCIATES supply. 


If you need funds for expansion, for rehabilitation, or for an entirely 
new institution, you need also the counsel of a firm that knows what must 
be done and how to do it. Our methods and our services are explained 
in our brochure, “Fund Raising.” Write, today, for a copy to Depart- 


B. H. LAWSON ASSOCIATES, INC. 


307 SUNRISE HIGHWAY 
ROCKVILLE CENTRE, NEW YORK 














epidemic in the United States his- 
tory continues to recede—33,144 
cases had been reported as of 
October 1—the total for 1949 is 
expected to exceed 41,000. 

As of October 1, there were 26 
states with polio rates above 20 
per 100,000. population. North 
Dakota and Idaho had the highest 
incidence rates with 72.2 and 
64.2 per 100,000 respectively. The 
New England states had extremely 
high incidence when compared 
with last year. Three states had 
incidences in epidemic propor- 
tions: Maine, 44.4; New Hamp- 
shire, 33.7; Massachusetts, 31.6. 
Vermont reported 107 cases against 
26 in 1948; Connecticut, 462 cases 
comparec with 128 in 1948; Rhode 
Island, 118 cases compared with 
eight in 1948. 

The week of August 20 was the 
peak week of the year with 3,417 
cases reported nationally. Since 
that time there has been a gradual 
decline in the number of cases 
reported each weeek. 

Use of funds: The 1949 March 
of Dimes provided $25,750,000 for 
the programs of the National 
Foundation for Infantile Paralysis. 
Fifty per cent of these funds 
remained with local chapters to 
provide patient care including 
hospitalization, medical care and 
to underwrite expenses. As of Oc- 
tober 1, 2,427 nurses had been re- 
cruited for epidemic service by the 
American Red Cross; 153 physical 
therapists recruited by the Ameri- 
can Physical Therapy Association 
to supplement existing hospital 
staffs and 35 resident physicians 
recruited directly by the national 
foundation’s headquarters. 

To cover the cost of storage, 
transportation and purchase of 
new equipment, $300,000 already 
has been spent by the national 
foundation to provide equipment 
for hospitals. This includes 585 
respirators and 477 hot pack ma- 
chines. The total value of the 
equipment supplied hospitals on 
loan was approximately $1,250,000. 

Administrators of hospitals were 
assured that the cost of caring for 
polio patients who could not pay 
full costs themselves would be 
underwritten by the national 
foundation. No estimate is avail- 
able as to the cost of patient care 
during 1949. But, in 1948 when 
27,908 cases were reported, the 
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foundation spent $11,960,291 for 
patient care during the last seven 
months of the year, which really 
represents the bulk of the epi- 
demic. 

The 1949°case load, up to Oc- 
tober 1, already has exceeded the 
total for all of 1948 by more than 
5,000 cases and is expected to 
reach 41,000 cases, or more, before 
the end of the year. It is apparent, 
therefore, when the case loads for 
1948 and 1949 are compared that 
the demands on the resources of 
the national foundation this year 
will be tremendous. 

Because sufficient hospitals pro- 
vided treatment this year, no 
emergency hospitals were opened. 
In areas of high incidence, in ad- 
dition to using every available bed, 
all possible nonpatient areas were 
converted into wards to meet the 
peak of the emergency. 


Protest By Technicians 


Members of the American Soci- 
ety of Medical Technologists have 
passed a resolution protesting the 
use of the word “‘technician”’ if it is 
used to designate a nonprofessional 
nurse. The society complained that 
one nursing school is calling its 
nurse aides “technician nurses”. 
The society’s protest explains that 
the word technician should be ap- 
plied to a person who is skilled in 
a particular technique as it is ap- 
plied to the professions of medical 
technology, x-ray and physiother- 


apy. 


Federal Investigation 


The board of trustees of the 
American Medical Association has 
issued an official statement protest- 
ing recent investigations by the 
anti-trust division of the Depart- 
ment of Justice. According to At- 
torney General J. Howard Mc- 
Grath, the investigation of the 
association’s records was begun 
because of complaints regarding an 
alleged effort to monopolize pre- 
paid medical care. This allegation 
has been publicly refuted by the 
American Medical Association. 


The medical association’s trus- 
tees said in their statement that the 
investigations have come as a di- 
rect result of the association’s 
Stand against compulsory health 
insurance. It was also said, “The 
American Medical Association has 
opened its records to the justice 
department, without reservation, 
and medical societies throughout 
the country undoubtedly will do 
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likewise, but we intend to keep the 
public fully informed of develop- 
ments, aS we are convinced that 
these are not bona fide anti-trust 
investigations.” 

By mid-October, 22 state and lo- 
cal medical societies had been 
asked, by the justice department, 
to open their records for anti-trust 
examination. 

First hearing: Among the 22 so- 
cieties being investigated, only 
those in Oregon are faced with liti- 
gation at present. A suit filed in 
Oregon may set the pattern for the 
federal government’s procedure. 
A year ago the attorney general 
filed suit against the Oregon State 
Medical Society, eight county 


medical societies and a number of 
individual physicians, alleging that 
they were engaged in monopolistic 
practices. This case was scheduled 
for hearing beginning October 18, 
before the federal court at Port- 
land. 

In the brief filed by the anti- 
trust division, the defendant med- 
ical societies were charged with 
brutal expulsion of doctors from 
the membership, using boycotts, 
threats and interference with the 
use of hospital facilities against 
doctors cooperating with the pre- 
paid medical care plans which the 
societies did not approve. 

In addition, the government al- 
leges that the medical societies 











«al Service. 
1A 


With hypodermic syr- 


inges, too, it’s how long they last under 
repeated usage that determines their cost. 
You don’t buy just a hypodermic syringe; 
you buy HYPODERMIC SERVICE. 

B-D syringes stand up longer under 
constant use, repeated sterilization, and 
ordinary handling. They save through 
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have conspired to limit the activi- 
ties and eoverage afforded by pre- 
paid medical care plans in Oregon. 


Policy Revision 


A revision in the personnel 
policy recommendations for the 
voluntary hospitals in Connecticut 
has been published jointly by the 
board of trustees of the Connec- 
ticut Hospital Association and the 
board of directors of the Con- 


necticut State Nurses’ Association. 
The announcement was made by 
D. Spencer Berger, president of 
the hospital association and Irma 
Beihusen, president of the nurses’ 
association. The revised policies, 
the third set to be adopted since 
1946, have been written to include 
all hospital personnel. 

Fourteen areas of personnel 
policy are covered by the new 
ruling: Employment agreement, 
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hours of duty, overtime, salary 
ranges, time differential, holidays 
vacation, health service, leave of 
absence, living accommodations 
termination of service, retirement, 
personnel development, and posi- 
tion definitions. 

Elaboration under some of these 
headings show that salary ranges 
for all hospital positions will be 
established to include a stated cash 
value for such perquisites as 
meals, room and laundry. This 
policy will discontinue the custom 
of paying employees part of their 
salary indirectly in meals or living 
quarters. 

A basic work week of 40 hours 
is suggested although many Con- 
necticut. hospitals require their 
staffs to work longer hours to make 
up for the shortage of trained per- 
sonnel. 

Salary adjustments are  sug- 
gested for employees working on 
evening or night duty and a mini- 
mum annual vacation of two 
calendar weeks with pay is rec- 
ommended after 12 months of 
continuous service. 

A 10 per cent increase in the 
starting salary for general staff 
nurses is proposed. The starting 
annual salary recommended is 
$2,280 to be increased after an 
annual review of individual serv- 
ice to a maximum of $2,640 a year. 

In addition, hospitals are en- 
couraged to establish a contribu- 
tory pension plan. The statement 
explained that it is recognized that 
present hospital financial burdens 
will not allow the adoption of such 
a program until hospital reim- 
bursement can be re-established 
on the basis of individual hospital 
costs. 

It will be up to the individual 
hospitals to set a date for the 
adoption of each of the 14 sections 
in the “Revised Personnel Pol- 
icies.”’ In those hospitals where the 
increase in the nursing salary 
range represents an increase of 
more than 10 per cent, the adop- 
tion of the policies will be made 
in a series of steps. 


Ohio Survey 


A per diem cost analysis of Ohio 
general hospitals for 1948 showed 
that there was an increase of 15.4 
per cent over the 1947 costs. Ac- 
cording to the results, published in 
a recent issue of the bulletin of the 
Ohio Hospital Association, the 
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weighted average per diem cost 
for all general hospitals was $12.92 
in 1948. This figure represents an 
increase of $1.73 over the 1947 
figures. National figures show the 
average per diem rate in general 
hospitals to be $13.09. 


College Fellowships 


At the fifteenth convocation of 
the American College of Hospital 
Administrators at Cleveland, nine- 
teen members were admitted to 
fellowship standing. 

Those named are: Sister Alberta, 
administrator of St. Paul’s Hos- 
pital, Dallas; Robert G. Boyd, di- 
rector of the Morristown (N. J.) 
Memorial Hospital; Dr. Maxwell 
S. Frank, medical director of Beth 
Israel Hospital, New York City; 
Joseph A. George, administrator of 
Evangelical Hospital, Chicago. 

William A. Hacker, superintend- 
ent of McKeesport (Pa.) Hospital; 
Rudolph G. Hils, administrator of 
Buffalo (N.Y.) General Hospital; 
Ferma Hoover, superintendent of 
Memorial Hospital, Danville, Va. 

Alfred E. Maffly, administrator 
of Herrick Memorial Hospital, 
Berkeley, Calif.; Sister Mary Ver- 
onica, administrator of St. Joseph’s 
Hospital, Saint John, N.B.; J. Ly- 
man Melvin, superintendent of 
Park View Hospital, Rocky Mount, 
N.C.; Lawrence Payne, adminis- 
trator of Baylor University Hos- 
pital, Dallas. 

Nell M. Robinson, superintend- 
ent of the East Liverpool (Ohio) 
City Hospital; Sister Rosanna, ad- 
ministrator of City Hospital, Mo- 
bile, Ala.; S. A. Ruskjer, admin- 
istrator of Waverly Hills (Ky.) 
Tuberculosis Sanatorium; Mary C. 
Schabinger, superintendent of De- 
Ette Harrison Detwiler Memorial 
Hospital, Wauseon, Ohio; Graham 
F. Stephens, administrator of Gei- 
singer Hospital, Danville, Pa. 

Dr. G. Otis Whitecotton, super- 
intendent of Highland-Alameda 
County Hospital, Oakland, Calif.; 
Dr. H. M. Wortman, director of 
Mountainside Hospital, Montclair, 
N.J.; Ronald Yaw, director of 
Blodgett Memorial Hospital, Grand 
Rapids, Mich. 


Newspaper Series 


Residents of Springfield, Ohio, 
recently had the opportunity of 
getting a first-hand glimpse of the 
technique of running a_ hospital 
and the problems encountered. 
This was accomplished when a 
series of articles on this subject 
Was published in the Springfield 
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Daily News. Written by A. J. Sul- 
livan, executive director of the 
Springfield City Hospital, at the 
invitation of the Daily News editor, 
the articles showed the consumers 
of hospital care in the community 
just where their money was going 
and why. One article was pub- 
lished each day for 14 days. 

Mr. Sullivan, in addition to giv- 
ing financial statements, presented 
a picture of the personality of the 
hospital —its personnel, policies 
and problems. He also stressed the 








hospital’s need for additional funds 
and equipment. 


Payment for Miners 


A month after issuance by the 
United Mine Workers of an order 
suspending hospital, medical and 
other payments from the U. M. W. 
Welfare and Retirement Fund, Dr. 
Warren F. Draper, director of the 
medical and hospitalization pro- 
gram said that the reaction of par- 
ticipating hospitals has been most 
gratifying. Many of them, he de- 











New ! Hermann Operating Table 


by Shampaine! 


The Hermann Major Operating Table, $-1506, is the result of careful 
surgical research and Shampaine engineering skill—combined to 
provide unique features not available on any other table. 


@ EXTREME KIDNEY POSITION of 130° at minimum 32” 
height eliminates need of kidney elevator and footstool— 
provides complete body support to extremities. 

@ SINGLE CONTROL ADJUSTMENT from kidney to reflex 
abdominal positions facilitates closure of body opening for 


suturing. 


@ LOW 90° CHAIR POSITION at 26” minimum height — 
ideal for brain and EENT surgery. 


@ HEAD END CONTROL of most important adjustments by 


the anesthetist. 


The above and other outstanding [features of the new Hermann 
Major Operating Table justify immediate investigation. 


Sold through Surgical and Hospital Supply Dealers. 


ST. LOUIS 


SHAMPAINE CO. sissoun 
















































-. . actually designed 
for comfortable reading 


The 


CAMPBELL 











The Campbell Bed Lamp clamps 
to the moving head section of 
any standard hospital bed. It is 
fully adjustable through flexible, 
joints at both top and bottom, 
permitting a perfect reading 
position at all times regardless 
of the elevation of the head 
section. The Campbell lamp is 
also useful in both treatments 
and examinations and when 
turned upward, provides an ex- 
cellent night light. 

Sold through surgical supply 
houses. 

Write for illustrated booklet and 
prices. 


Campbell 
Land company — 


Cincinnati, Ohio 











clared, have written in to say that 
they will be glad to continue ad- 
missions of miners and their de- 
pendents, even though payment of 
bills cannot be assured. 

Addressing the American Pub- 
lic Health Association at its New 
York City meeting on October 26, 
Dr. Draper reported that 600 hos- 
pitals and 6,500 physicians are par- 
ticipating in the program. Between 
January 1 and September 1 of this 
year, 39,000 persons were hospital- 
ized and 375,000 patient-days of 
care were provided. 


New Name - 


Officials of the Lee Homeopathic 
Hospital, Johnstown, Pa., have an- 
nounced that the name of the hos- 
pital has been changed to Lee Hos- 
pital. Richard F. Seifert is the 
administrator. 


Correction 


In a picture caption on page 108 
of the October issue of HOSPITALS, 
Ralph J. Hromadka, superintend- 
ent of Santa Monica (Calif.) Hos- 
pital, was erroneously identified 
as A. E. Maffly, administrator of 
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Herrick Memorial Hospital, Berke- 
ley, Calif. When the picture was 
taken, Mr. Hromadka was talking 
with fellow-Californian Mrs. Maf- 
fly. 


St. Louis Campaign 


A capital fund drive for raising 
funds to provide adequate hos- 
pital facilities without the duplica- 
tion of effort is being considered 
by the Charities Committee of the 
St. Louis Chamber of Commerce. If 
the plan is approved, residents of 
that city will be asked to donate 
about $26,700,000 for new hospitals 
and additions. 

The benefits of such a plan were 
demonstrated in Detroit recently. 
There, individual hospitals asked 
for a total of $80,000,000. A study 
showed that the additional hos- 
pital facilities mecessary would 
cost about $20,000,000. A united 
hospital fund drive now is under- 
way at Detroit and it is expected 
that the $20,000,000 will be over- 
subscribed. Before this plan was 
inaugurated, several Detroit hos- 
pitals undertook individual fund 
drives that failed. 





SERVES THE NEEDS OF 
BOTH HOSPITAL and PATIENT 


FLEX-STRAW 


the all-purpose, flexible 
DISPOSABLE DRINKING 
















Eliminates steriliza- 
tion and breakage-- 
saves valuable time 
of attendants - les- to 
sens possibility of | Any 
spread from commun- 
icable diseases -- is 
extremely practical 
and economical. 


ORDER A SUPPLY NOW/ 
| FLEXSTRAW CORP.., 
4300 Euclid Ave., 
Cleveland 3, Ohio 4 


% 


-_ -—T- 


Dept. Ci 


Please ship ——_________. F lex-Straw 
at $5.00 per 1,000 (5% disc. on 5M) 
(10% on 10M (Case Lot) 

Hospital 
Address 
City a ZONE —— State 
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Easier Nursing 
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Products of Foam 





e@ MATTRESSES 

e NURSERY PADS 

e BED PADS 

e SURGERY PADS 

e IRON LUNG COLLARS 


oe FOAM SLABS. 1/4" - 2" -1" 
THICK 


e BULK QUANTITY PLASTIC 
BY YARD OR BOLT 
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Experimental Bomb-Proof Hospital 


‘ With the support of two mem- 
bers of the California congressional 
delegation, a Long Beach group 
opened a drive early in October to 
obtain $20,000,000 in government 
funds to build an experimental 
atom bomb-proof hospital. 


and equipment and furnishings, 
$330,000. 


New York Hospital 


In mid-October, cornerstone 
ceremonies were held for the new 


a New York City hospital at 
Welfare Island. The 2,000-bed hos- 
pital for chronic diseases is the 
second of three units planned for 
Welfare Island for the care of long 
term patients. Future plans call 
for another 1,500-bed hospital— 
1,000 beds for the chronically ill 
and 500 beds for the tuberculous. 

The Bird S. Coler Memorial 


Bird S. Coler M ial Hospital, 
The Emergency Citizens Com- . a 


mittee for Long Beach Hospitals 
United is the sponsoring organiza- 
tion. This group is made up of lay- 
men, doctors of medicine and os- 
teopathic physicians representing 
Seaside Memorial Hospital, Com- 
munity Hospital and the Osteo- 
pathic Physicians and Surgeons 
Hospital, all nonprofit institutions. 

Possessing a conventional super- 
structure, the hospital has three 
subterranean levels for use in 
event of an emergency. These con- 
tain patient, wards, laundry, diet 
kitchens, treatment rooms and all 
other essential auxiliary facilities. 





The especially fine serrations of 
the LOKTITE Control—originated 
and perfected by Haslam — give 
the surgeon maximum precision 
in controlling the degree of in- 
strument expansion. It locks se- 
curely and safely, yet releases in- 
stantly by slight pressure on the 
lever. “LOKTITE” is the mark of 
a dependable instrument. 


New Maternity Wing 


Plans for a new maternity sec- 
tion have been announced by offi- 
cials of the Norwegian Hospital of 
Brooklyn. The new wing, which is 
scheduled for completion in 1953, 
will include maternity facilities 
which now are housed in an annex 
located six blocks from the hospi- 
tal. When the maternity facilities 
are moved, the annex will be used 
for the chronically ill and the in- 
curable. This is a service which 
now is nonexistent in the part of 
the city the Norwegian Hospital 
serves. 

A building-fund campaign for Beckman’s Thyroid Retractor 


$750,000 will get underway this Jackson's Goitre Retractor 
fall 0’Sullivan-O’Connor’s Abdominal 
° Retractor 
O’Sullivan’s Abdominal Retractor 
Steven’s Eye Needle Holder 
Weitlaner’s Retractor 
Denhardt’s Mouth Gag 
Doyen’s Mouth Gag 
Fulton’s Mouth Gag 
Jennings’ Mouth Gag 
Wolf’s Mouth Gag with Tongue 
Depressor 
Boettcher’s Tonsil Haemostat 
Crume’s Tonsil Needle Holder 
Beach's Rectal Speculum 
Barr’s Rectal Speculum 
Dudley-Smith’s Rectal Speculum 
O’Sullivan-O’Connor’s Vaginal Speculum 
Gelpi’s Perineal Retractor 
Wesson’s Perineal Retractor 





AVAILABLE 
ON THE FOLLOWING INSTRUMENTS 


Expansion Program 


As soon as bids are obtained, 
plans will go ahead for the mod- 
ernization program at the Univer- 
sity Hospital, Augusta, Ga. The 
most important change to be made 
will be the relocation of the diet- 
ary department to provide a com- 
plete central food service. In addi- 
tion to the relocation and expansion 
of various other departments, sev- 
eral new buildings will be con- 
structed to house a laundry, phar- 
Macy, storerooms and a 32-bed 
unit for psychiatric patients. It is 
estimated that the construction 
and remodeling will cost $942,000 


HASLAM & CO., INC. 
83 PULASKI STREET * BROOKLYN 6, NEW YORK 


FRED 
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STATEMENT OF THE OWN- 
ERSHIP, MANAGEMENT, 
AND CIRCULATION RE- 
QUIRED BY THE ACT OF 
CONGRESS OF AUGUST 24, 
1912, AS AMENDED BY THE 
ACTS OF MARCH 3, 1933, AND 
JULY 2, 1946 (Title 39, United 
States Code, Section 233) 
























































Of HOSPITALS, The Journal of the 
American Hospital Association, pub- 
lished Monthly at Chicago, Ill, for 
Oct. 1, 1949. 


1. The names and addresses of the pub- 
lisher, editor, managing editor, and business 
managers are: 


Publisher: American Hospital Association, 
Inc., 18 E. Division St., Chicago 10 


Editor: John M. Storm, 18 E. Division 
St., Chicago 10 


Managing editor: Bremen I. Johnson, 18 
E. Division St., Chicago 10. 


Business manager: John M. Storm, 18 E. 
Division St., Chicago 10. 


2. The owner is: (If owned by a corpora- 
tion, its name and address must be stated 
and also immediately thereunder the names 
and addresses of stockholders. owning or 
holding 1 percent or more of total amount of 
stock. If not owned by a corporation, the 
names and addresses of the individual owners 
must be given. If owned by a partnership or 
other unincorporated firm, its name and ad- 
dress, as well as that of each individual mem- 
ber, must be given.) 


American Hospital Association, Inc., 18 
E. Division St., Chicago 10. 


George Bugbee, 18 E. Division St., Chi- 
cago 10. (Exec. Dir.) 


John N. Hatfield, Pennsylvania Hospital, 
Philadelphia, Pa. (Pres.) 


Arthur C. Bachmeyer, M.D., University 
of Chicago Clinics, 950 E. 59th ’St., Chicago 
37. (Treas.) 


3. The known bondholders, mortgagees, 
and other security holders owning or holding 
1 percent or more of total amount of bonds, 
mortgages, or other securities are: (If there 
are none, so state.) NONE 


4. Paragraphs 2 and 3 include, in cases 
where the stockholder or security holder ap- 
pears upon the books of the company as 
trustee or in any other fiduciary relation, the 
name of the person or corporation for whom 
such trustee is acting; also the statements 
in the two paragraphs show the affiant’s full 
knowledge and belief as to the circumstances 
and conditions under which stockholders and 
security holders who do not appear upon the 
books of the company as trustees, hold stock 
and securities in a capacity other than that 
of a bona fide owner. 


5. The average number of copies of each 
issue of this publication sold or distributed, 
through the mails or otherwise, to paid sub- 
scribers during the 12 months "preceding the 
date shown above was: (This information is 
required from daily, weekly, semiweekly, and 
triweekly newspapers only. ) 


JOHN M. STORM, 


Business Manager 


Sworn to and subscribed before me this 
20th day of September, 1949. 
[SEAL] 
BEULAH DEEKEN, 
Notary Public 
(My commission expires February 15, 1950.) 








Hospital, largest of its type in 
New York City, will be affiliated 
with the New York Medical 
School-Flower and Fifth Avenue 
Hospitals which will provide the 
professional staff. Completion of 
general construction is scheduled 
for November 1950 and occupancy 
for early 1951. The estimated con- 
struction cost is $16,800,000. 


Project Applications 


Following is a list of project 
construction applications approved 
by the Public Health Service un- 
der the Hill-Burton Act. The list 
is divided by states and carries the 
following information in order: 
Name of institution, city, type of 
facility to be built, number of 
beds, type of ownership, estimated 
total cost and estimated federal 
share. This is a continuation of the 
list which appeared on page 116 
of HospiITats for August. 


ALABAMA 
Athens Limestone County Hospital; gen- 
eral; 50; country $455,000; $100,000 (1949 
budget); $50,000 (1950 budget). 


ARKANSAS 
Desha County Hospital, Dumas; general; 
42: county; $299,500; $99,750 (1949 budget). 
Sparks Memorial Hospital, Fort Smith; 
general; 58; nonprofit; $982,004; $327,334 
(1949 budget). 
St. Anthony’s Hospital, Morrillton; gen- 
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Bur-O.Tex 
Gives You Both 


Why pay a premium for quality textiles, 
when Bur-O-Tex gives you both highest 
quality and competitive prices. Quality is 
more than a word, to the manufacturer 
it means finest wool and cotton fibers 
are used in weaving, to you it means 
more attractive appearance plus longer 
wear. A $2.00 blanket that lasts half as 
long as a Bur-O-Tex blanket actually cost 
you $4.00 comparatively. 


Compare the appearance of the com- 
plete line of Bur-O-Tex textiles, compare 
the wear. The Bur-O-Tex label appears 
only on manufacturers’ finest lines. It is 
your guarantee of quality and satisfac- 
tion at a price you can afford. Join the 
group of distinguished hospitals that use 


Bur-O-Tex textiles exclusively. 


Write For Prices or Ask Your 
Burrows Salesman. 
H11-49 


BURROWS CO. 


325 W. Huron St., Chicago 10, Ill. 








eral; 29; nonprofit; $176,114; $58,704 (194: 


budget) 
CALIFORNIA 
Corning Memorial Hospital; general; 10 
spesial district; $162,350; $51,450 (1949 bud- 
get 
Glenn County Hospital, Willows; gen- 
eral; 36; county; $603,850; $201,283 (1949 


budget ys 
FLORIDA 


Santa Rose County, Milton; public 
health center; 23; ‘county; $357,227; $19,075 
(1949 budget); $100,000 (1950 budget). 

Pinellas County Public — ~— 
St. Petersburg; health cen 
profit; $473,760; $5,000 (1949 auleety: $144.- 
920 (1950 budget a. 

GEORGIA 

Fulton County Public Health Center; 
Sandy Springs; public health center; —; 
county; $36, 287; as 095 (1948 budget). 

Fulton County Public Health Center; 
South Fulton; health center; —; county; 
$33,285; $11,095 (1948 budget). 


IDAHO 
Bear Lake County Hospital, Montpelier; 
general; 35; county; $365,742; $117,647 (1948 
budget). 
ILLINOIS 


Provident Hospital and Training School, 
Chicago; general; 101; nonprofit; $700,000; 
$233,333 (1949 budget). 

MS. Anthony Memorial Hospital, Effing- 

ham; general; 125; nonprofit; $2,333,000; 
$777,666 (1950 budget). 


INDIANA 


Clinton County Hospital, Frankfort; gen- 
eral; 63; county; $990,420; $329,140 (1950 
kudget). 

eric County Memorial Hospital, Jeffer- 
sonville; general; —; county; $55,387; $9,- 
681 (1949 budget). 

lIOWA 

Van Buren County Memorial Hospital, 
Keosauga; general; 20; county; $275,985; 
$91,995 (1948 budget). 

Crawford County Memorial Hospital, 
Denison; general; 50; county; $525,000; 
$175,000 (1949 budget). 


KANSAS 


Rush County Hospital, La Crosse; gen- 
eral; se county; $258,500; $75,000 (1949 


budget 
KENTUCKY 


Red Cross Hospital, Louisville; general; 
26; nonprofit; $408,000; $127,666 (1949 bud- 


et). 
“Bourbon County Hospital, Paris; gen- 
eral; 91; county; $1,197,972; $375, 000 &i949 


budget )s 
LOUISIANA 


Frances Cabrini Hospital, Alexandria; 
general; 175; nonprofit; $3,900,000; $45,000 
(1948 budget); $48,194 (1949 budget). 

Webster Parish’ Health Unit, Minden; 
health center; —; county; $57, 400; $19,133 
(1949 budget). 

Webster Parish Health Unit, Springhill; 
health center; county; $47,150; $15,716 
(1949 budget). 

La Fourche Parish Health Unit, Thibe- 


daux; health center; —; county; $75,000; 
$25,000 (1949 budget). 
MAINE 


Portland City Hospital; mental; 16; city; 
$69,099; $23,033 (1949 budget). 


MARYLAND 

Garrett County Memorial Hospital, Oak- 
land; general; 34; county; $515,000; $171,- 
666 (1948 budget). 

MASSACHUSETTS 

Beth Israel Hospital, Boston; general; 
—; nonprofit; $750,504; $240,568 (1948 bud- 
get); $9,600 (1949 budget) . 

p Massachusetts: _Eye and Ear Infirmary, 

oston —; nonprofit; $750,000; 
$250,006 i950 5 ew 

The Marlborough Hospital; general; 24; 
nonprofit; $750,000; soo. 000 (1949 budget); 
$150,000 (1950 budget) 


MINNESOTA 


St. Barnabas Hospital, Minneapolis; gen- 
eral; 100; nonprofit; $2,114,160; $360, 693 
(1949 budget). 


MISSISSIPPI 


Carroll County Branch Health Center, 
Vaiden; health center; —; county; $30,780; 
$10,260 (1949 budget). 

North Sunflower County Hospital; Rule- 
ville; general; 30; county; $447,800; $136,- 
000 (1948 budget) ; $12,100 (1949 budget). 


MISSOURI 
Menorah Hospital, Kansas City; general; 
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124; nonprofit; $1,149,765; $482,697 (1948 


budget). 

Butler County Public Health Center, 
Poplar Bluff; health center; —i, county; 
$91,050; $30,350 (1948 budget). 

NEVADA 


Churchill Public Hospital, Fallon; gen- 
eral; 21; county; $230,252; $6,885 (1949 
budget). 

NEW HAMPSHIRE 

Huggins Hospital, Wolfeboro; general; 
64; nonprofit; $432,746; —" a 948 bud- 
get); $43,714 (1949 budget). 

Carrie F. Wright Hospital Newport; gen- 
eral; 25; nonprofit; $404,100; $66,960 (1949 
budget) ; $66,960 (1950 budget). 

Sceva Speare Memorial age Plym- 


outh; general; 38; nonprofit; $45: $75,- 
250 (1949 budget) ; $75,250 (1950 one 
NEW JERSEY 


Hospital for Mental Diseases, Secaucu 
mental; 300; county; $1,180,000; $245,; ai 
(1949 budget); $148,122 (1950 budget). 

NEW YORK 

Maimonides Hospital of Brooklyn; gen- 
eral; —; nonprofit; $137,600; $45,866 (1949 
budget Ds 

Kings County Hospital, Brooklyn; gen- 
eral; —; city; $34,492; $11,497 (1949 bud- 

t 


et). 
Fordham Hospital, Bronx; general; —; 
city; $15,868; $5,289 (1949 budget). 
NORTH CAROLINA 

High Point Memorial Hospital; general; 
100; nonprofit; $1,006,000; $323,000 (1949 
budget). 

Person County Memorial Hospital, Rox- 
boro; general; 60; nonprofit; $806,315; $240,- 
000 (1948 budget). 


NORTH DAKOTA 


Garrison Community Hospital; general; 
28; nonprofit; $237,440; $78,546 (1949 bud- 


get) 

OKLAHOMA 
Seminole County Public Health Center; 
Wewoka; health center; —; nonprofit; 


$127,500; $42,500 (1849 budget). 
Perry Municipal Hospital; general; 28; 
city; $299,000; $99,000 (1949 budget). 


OREGON 


St. Charles Hospital, Bend; general; 55; 
nonprofit; $889,095; $296,365 (1949 budget). 


PUERTO RICO 


Bella Vista Hospital, Mayaguez; general; 
50; — $257,000; $83,333 (1949 bud- 
get 

Guayama Hospital and Health Center; 
general; 29; territorial; $480,000; $160,000 
(1949 budget). 


RHODE ISLAND 


Kent County Memorial Hospital, Appo- 
naug; general; 86; nonprofit; $1,244,354; 
$262,966 (1948 budget); $67, 034° (1949 bud- 
get); $84,785 (1950 budget vs 


SOUTH CAROLINA 


Aiken County Hospital; general; 50; 
county; $438,636; $108,093 (1948 budget) : 
$30,543 (1949 budget ). 

Spartanburg General Hospital; general; 
63; county; $1,375,841; $434,013 (1948 bud- 
get); $24,600 (1949 budget ). 

Lexington County Auxiliary Health Cen- 
ter, Batesburg; health center; —; county; 
$32'500; $10,833 (1949 budget). 

Lexington County Auxiliary Health Cen- 
ter, Chapin; health center; —; county; 
$15, 000; $5,000 (1949 budget). 

Chester County Hospital, Chester; gen- 
=: s nonprofit; $660,000; $220, 000 (1949 
udget 

Allendale County Hospital, Fairfax 
fedccty 27; county; $50,000; $16,666 (1949 
udget 

Greeleyville Auxiliary Public Health 
Center; health center; —; county; $318,- 
670; $106, 223 (1949 budget). 

Greenville General Hospital; general; 

—}; county; $318,670; $106, 223° (1949 budget). 

Hemingway ‘Auxiliary Public Health 
Center; health center; —; county; $16,520; 
$5,506 (1949 budget). 

Kingstree Public Health Center; health 
center; —; county; $70,700; $23,566 (1949 
budget). 

Lexington County Health Center, Lex- 
ington; health center; ; $70,000; ‘$23, 333 
(1949 budget). 

Nesmith Auxiliary Public Health Cen- 
ter; health center; —; county; $10,180; 
$3,393 (1949 budget). 

Oconee Memorial Hospital, Seneca; gen- 
ie fl r¥ nonprofit; $203,000; $67,666 (1949 

ge 

The Tuomey Hospital, Sumter; general; 
nA nonprofit; $300,000; $100,000 (1949 bud- 
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Lexington County Auxiliary Health Cen- 
ter, Mig yew health center; —; county; 
$15,000; $5,000 (1949 budget). 

Trio Auxiliary Public Health Center; 
health center; —; $15,000; $5,000 (1949 
budget). 

Lexington County Auxiliary Health Cen- 
ter, West Columbia; health center; —; 
county; $32,500; $10,833 (1949 budget). 


TENNESSEE 
McMinn County Health Center, Athens; 
health center; —; county; $23,520; $7, 840 


(1949 budget). 

King’s Mountain Memorial Hospital, 
Bristol; general; 70; nonprofit; $1,050,000; 
oy! 000 (1949 budget) ; $248,333 (1950 bud- 


Holston Valley Community Hospital, 
Kingsport; general; 100; nonprofit; $750,- 
000; $250, 000 (1949 budget). 

Hambien County Health Center, Morris- 
town; health center; —; nonprofit; $31,570; 
$10,523 (1949 budget). 

Bedford County Hospital, Shelbyville; 
general; 58; county; $652,000; $212,000 
(1949 budget). 

Hancock County Health Center, Sneed- 


ville; health center; —; county; $53,400; 
$17,800 (1949 budget). 
TEXAS 


Brackenridge Hospital, Austin; general; 
80; city; $1,500,000; $500,000 (1949 budget). 

Stephens County Hospital, Brecken- 
ridge; general; 17; county; $178,500; $58,500 
(1949 budget). 

Liberty County Kersting Hospital, Lib- 
erty; general; 35; county; $300,000; $96,666 
(1949 budget). 

Coke County Memorial Hospital, Robert 
Lee; general; 10; county; $117,510; $39,170 
(1949 budget). 


UTAH 
San Juan County Hospital, Monticello; 
general; 10; county; $24,000; $8,000 (1949 
budget). 
Utah Valley Hospital, Provo; general; 
“se $475,000; $158,333 (1949 bud- 


get 
VERMONT 

Heaton Hospital, Montpelier; general; 
59; nonprofit; $600,000; $45,000 (1949 bud- 
get); $77,500 (1950 budget) ; $77,500 (1951 
budget) 

Colas spital, Morrisville; general; 
2s poe Ag $24-436: $8,145 (1949 budget). 


VIRGIN ISLANDS 
Central Municipal Hospital, Charlotte 
Amalie; general; —; municipal; $11,100; 
$3,700 (1948 budget). 


VIRGINIA 
Virginia Public Health Center, Roanok 
health center; —; city; $200,000; $66, 666 
(1949 budget). 


* WISCONSIN 


St. Joseph’s Hospital, Dodgeville; gen- 
eral; 33; nonprofit; $364,850; $112,783 (1949 
budget ). 

Madison General Hospital; general; 100; 
city; $1,023,087; $321,029 acted Loge 

Memorial Hospital, Menom 
al; 33; county-city; $486,000; $158,666" (1949 
budget). 





OPINIONS 











(Continued from page 24) 


There seems to be a limited num- 
ber of faculty members or lec- 
turers available. There is the reg- 
ular teaching staff of recognized 
schools like the American Institute 
of Laundering, whose teaching 
schedules may: conflict with insti- 
tute dates; active laundry man- 
agers, and a group of men from 
the allied trades who for obvious 
reasons may not be able to give 
unbiased opinions or whose 
opinions may be colored by the 
products or firms they represent. 
This may be one reason for the 
problem of dwindling attendance 


at laundry institutes. Once a lec- 
turer has been heard, it is quite 
likely that if his name appears on 
the program for a coming institute, 
he will repeat his lecture. It also is 
possible that just about the time 
the student is beginning to get his 
feet on the ground, the institute 
is over. 

We have come to the conclusion 
that it takes a certain kind of per- 
son to get the most out of short 
institutes. We also feel that hos- 
pital administrators or executives 
are more likely to profit frorm short 
courses than the average old-time 
laundry manager whose mind may 
not always be open. 

Third, limitation of space in 
most laundries does not permit the 
use of efficient demonstration tech- 
niques under actual operating con- 
ditions. 

The Association - headquarters 
staff and Committee on Laundry 
Management have recognized the 
prevailing deficiencies in training 
hospital laundry managers and 
are doing something about it. 
Soon the State University of Iowa 
will pioneer an eight-week on- 
campus course in hospital laundry 
management, using proved train- 
ing methods and given by the reg- 
ular staffs of the various colleges. 
A large hospital and laundry are 
available for the practical applica- 
tion of classroom knowledge. 

This training will be limited to 
a relatively. small group each 
year, and it may be necessary to 
supplement it with institutes or 
refresher courses from time to 
time. This is a long pull proposition 
unless enrollment is such as to 
warrant two or three eight-week 
courses each year until the back- 
log has been reduced. 

It is obvious that this plan will 
take time. When it is considered, 
however, that laundering as a 
science is only 20 years old, dating 
from the time the American In- 
stitute of Laundering first started 
its training program, the future 
looks promising. 

The very fact that the Associa- 
tion staff and many administrators 
are keenly aware of the laundry 
problem augers well for the future 
of trained laundry managers in the 
hospital field. It is our earnest hope 
that a year from now you may be 
able to editorialize on the big step 
forward in the solution of a prob- 
lem which has plagued hospital 
administrators for a long time.— 
L. A. BRADLEY, laundry service 
manager, State University of Iowa, 
Iowa City. 
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“Why, Colgate’s Floating Soap is 
made especially for hospital use. 

Meets the most exacting 
requirements for purity, 

mildness, and lather. 
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Jersey City 2, N. J. © 
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PEOPLE LIKE 








PURCHASING AGENT SAYS: 


“I have to practice 
hospital standards. And 


do that is to purchase 


It comes in a wide 
range of sizes, too.” 
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Atlanta 3, Ga. ° 






economy, without impairing 


all our soaps from the 
same dependable source— 
Colgate-Palmolive-Peet. 
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I’ve found the best way to 
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“Hon ramen 


Chicago 11, lll. ° 


“Palmolive, for instance, 
is popular with patients 
and nurses alike. Men 
enjoy its refreshing 
fragrance—women 
like its soft 
‘Beauty Lather’ 
for lovelier 


° ” 
complexions. 
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EXPERIENCED NURSE SAYS: 


“Patients feel more 
comfortable when they 
find their favorite C.P.P. 
toilet soap awaiting them. 
It’s only natural that 
they prefer C.P.P. soaps here 
—just as they do at home. 
“Take Cashmere Bouquet Pye TN 
Toilet Soap—a big favorite ee LON 
in private pavilions. > 
Women like its delicate . 
perfume, soft cleansing 
ts lather. Really, it’s 
such a luxury for so 
little more.” 


FY 


AU 3 Agree on CPP 


Colgate-Palmolive-Peet Company 


Kansas City 3, Kans. 


“I’ve always relied on 
C.P.P. soaps. They meet 
our highest requirements 
for purity and mildness. 
And there’s a C.P.P. soap that 
fits every hospital need— 
pleases every patient. 
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Call in your local C.P.P. 
representative and ask 
him to quote prices on 
sizes and quantities you 
need, or write direct to 
our Industrial Dept. 


. Berkeley 2, Calif. 
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IRVING T. HOwoRTH has been 
appointed assistant superintendent 
of St. John’s Riverside Hospital, 
Yonkers, N. Y. He was formerly 
with the State Board of Education 
in Albany, N. Y., and prior to that 
with the Welfare Department in 
White Plains, N. Y. 





ALEXANDER HARMON became as- 
sistant superintendent of City Hos- 
pital, Cleveland, September 1. Mr. 
Harmon is a graduate of the Uni- 
versity of Chicago and served his 
administrative internship at the 
Stanford University Hospital, San 
Francisco. 





CLARA COLEMAN, R. N., a mem- 
ber of the American College of 
Hospital Administrators, succeeded 
JoHN L. SUNDBERG as administrator 
of The Dalles (Ore.) General Hos- 
pital on October 3. Mr. Sundberg 
resigned to accept a position as 
administrator of the Caldwell 
(Idaho) Memorial Hospital now 
under construction. Miss Cole- 
man formerly was administrator 
of Trumbull. Memorial Hospital, 
Warren, Ohio. 





WILLIAM S. Murpuy, former 
business superintendent of Berea 
(Ky.) College Hospital, has been 
appointed administrator of the 
Somerset (Ky.) City Hospital. 





ELIZABETH MCGREGOR, who has 
been superintendent of the Gillette 
State Hospital, St. Paul, Minn., 
since 1914 plans to retire within 
the next few months. She is a 
charter fellow of the American 
College of Hospital Administrators 
and an active member of the 
American Hospital Association. 
Miss McGregor also is a charter 
member of the Minnesota State 
Hospital Association. 





Dr. ALFRED J. ROACH has been 
appointed superintendent of Co- 
lumbia Sanatorium, Philmont, 
N. Y. He formerly was administra- 
tive assistant at Pawling Sana- 
torium, Wynantskill, N. Y. Dr. 
Roach is a life member of the 
American Hospital Association. 


Cermniesscrta 





NORMAN D. ROBERTS, until re- 
cently administrator of Rochester 
(Pa.) General Hospital, now is 
affiliated with the Robbs Company, 
Indianapolis, Ind. Mr. Roberts is 
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an active member of the American 
Hospital Association. 





J. GORDON DANDIGNAC and STAN- 
LEY F. MASSON are serving their 
administrative residencies at the 
Denver (Colo.) General Hospital. 
Mr. Dandignac is a graduate stu- 
dent in hospital administration at 
Northwestern University and Mr. 
Masson in the course at the Uni- 
versity of Minnesota. 





Dr. HENRY G. FARISH has become 
administrator of Mount Sinai Hos- 
pital, Philadelphia. Prior to this 
appointment he 
served as ad- 
ministrator of 
Southampton 
(N. Y.) Hospi- 
tal. Dr. Farish 
is a member of 
the American 
Hospital Asso- 
ciation. He be- 
gan his admin- 
istrative career 
as an assistant 
superintendent at Vancouver 
(B. C.) General Hospital and 
served as a medical officer in the 
Royal Canadian Navy during the 
war. While Dr. Farish was a hos- 
pital representative of the Ameri- 
can College of Surgeons, he orig- 
inated the point-rating system the 
College now uses in its hospital 
standardization program. 








Dr. C. L. GuyTon has resigned 
as director of the hospital division 
of the South Carolina State Board 
of Health. Dr. Guyton, who has be- 
come associated with the Veterans 
Administration, has been suc- 
ceeded by H. M. FAIRLEY. 





Dr. NATHANIEL WALES FAXON, 
director of the Massachusetts Gen- 
eral Hospital and Massachusetts 
Eye and Ear Infirmary, Boston, for 
14 years, has resigned. Prior to his 
position there, Dr. Faxon was di- 
rector of the Strong Memorial 
Hospital, Rochester, N. Y., for 13 
years. During World War I, he 


served with the Army Medical 
Corps. Dr. Faxon is a fellow of 
the American College of Hospital 
Administrators and a life member 
and past president of the Ameri- 
can Hospital Association. Dr. Faxon 
is succeeded by Dr. DEAN A. CLARK 
who became director October 1. 





WILLIAM B. NAPTON has been 
appointed assistant administrator 
of Sutter Community Hospital, 
Sacramento, Calif. He graduated 
from the University of Chicago and 
recently completed his administra- 
tive residency at Highland-Ala- 
meda County Hospital at Oakland, 
Calif. Mr. Napton is an active 
member in the American Hospital 
Association. 





Dr. PAUL HLETKO, chief med- 
ical officer of the Illinois State De- 
partment of Public Welfare, has 
been appointed executive officer of 
the Illinois Neuropsychiatric Insti- 
tute, Chicago. He succeeds Dr. 
Harry R. HOFFMAN, who is serv- 
ing as director of the Chicago 
Health Department’s new mental 
hygiene section. 





Dr. GEORGE T. DENNY, chief of 
professional services in the Veter- 
ans Administration hospital at 
West Roxbury, Mass., became 
manager of the hospital October 2, 
succeeding Dr. JOHN T. BENNET, 
who resigned. 





Dr. EARL H. SNAVELY, after 27 
years of service, will retire as med- 
ical director of Newark (N.J.) City 
Hospital December 31. DR. CHARLES 
D. ALTMAN, his present assistant, 
will be the acting medical director. 
Dr. Snavely is a fellow in the 
American College of Hospital Ad- 
ministrators and a life member of 
the American Hospital Association. 





W. G. MESSER became the pur- 


‘ chasing agent for the University 


Hospital, Augusta, Ga., October 4. 
Prior to this appointment he was 
purchasing agent and administra- 
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tive assistant at Providence Hos- 
pital, Mobile, Ala. Mr. Messer will 
succeed O. S. HILLIARD who is now 
superintendent of the Athens 
(Ga.) General Hospital. 





LILYAN C. ZINDELL has been ap- 
pointed consultant to the Arkansas 
State Board of Health, Little Rock. 
Miss Zindell was administrator of 
Christ’s Hospital, Topeka, Kan., 
until it recently was merged with 
Stormont Hospital. 





WILLIAM L. AGRESS, assistant di- 
rector of the Brooklyn Tuber- 
culosis and Health Association, has 
been awarded 
the S. S. Gold- 
water fellow- 
ship in hospital 
administration 
at Mount Sinai 
Hospital, New 
York City. Mr. 

Agress, who is 
a graduate of 
Long Island 
University, for- 
merly served as 
an administrative assistant in the 
Middletown office of the New York 
State Department of Health. Dur- 
ing the war, he was medical in- 
structor and sanitation officer of 
the Sheepshead Bay Training Sta- 
tion of the U. S. Maritime Service. 





Mary L. Forp, formerly head 
dietitian in several Army hospitals, 
has been named chief dietitian at 
the George Washington University 
Hospital, Washington, D.C. She re- 
places CLARA KuRTZ who resigned 
earlier this year. 


Pr 


MILTON C. JONES, who was ad- 
ministrative assistant of the Or- 
ange (N.J.) Memorial Hospital, 
was appointed director of the 
Utica (N.Y.) Memorial Hospital 
October 20. He succeeds Car. P. 
WRIGHT JR., who has been direct- 
ing both Memorial and St. Luke’s 
Hospitals. Mr. Wright has resigned 
as director of Memorial Hospital 
but will continue at St. Luke’s. A 
member of the American College 
of Hospital Administrators, he was 
named director of both institutions 
February 1, 1948, and his resigna- 
tion at Memorial ends the experi- 
~ ment in joint direction of the two 
hospitals. 
Mr. Jones are members of the 
American Hospital Association. 
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Both Mr. Wright and* 


FRED A. MENK, superintendent 
of Kahler Hospital at Rochester, 
Minn., became assistant superin- 
tendent of the George Washington 
University Hospital at Washington, 
D.C. He took over duties Septem- 
ber 15. Mr. Menk formerly was 
assistant superintendent of Wor- 
rall Hospital in Rochester, Minn. 
and succeeds AVERY MILLARD. 





REv. CARL OSCAR PEDERSEN, rec- 
tor of Norwegian Hospital, Brook- 
lyn, N.Y., for 30 years, retired 
September 30. The REv. FRANK M. 
SALVESEN, associate rector of. the 
institution since February, has be- 
come rector. Rev. Pedersen is a 
fellow in the American College of 
Hospital Administrators and a 
member of the American Hospital 
Association. He will serve as con- 
sultant to the board of managers 
and the rector of the Norwegian 
Hospital. He will also continue as 
executive director of the Norwe- 
gian Lutheran Community Serv- 
ice, a welfare organization affili- 
ated with the Norwegian Hospital 
Association. 





J. C. Lunb, administrator of 
Trinity Hospital, Minot, N. D., has 
succeeded CHARLOTTE C. DOWLER, 
R.N. as administrator of the King 
County Public Hospital District No. 
1 (formerly the Renton Hospital), 
Renton, Wash. Mr. Lund has been 
president and secretary of the 
North Dakota State Hospital As- 
sociation. Mrs. Dowler is a mem- 
ber of the American Hospital As- 
sociation. 





HUBERT W. HUGHES, president of 
the Colorado Hospital Association, 
has been named administrator of 
General Maurice Rose Memorial 
Hospital, Denver. Prior to this ap- 
pointment, he was business man- 
ager of St. Anthony’s Hospital, 
Denver. Mr. Hughes is a member of 
the American College of Hospital 
Administrators and American Hos- 
pital Association. 





KENNETH E. WOLz succeeds C. 
O. MOBERG as administrator of Co- 
lumbia Hospital, Astoria, Ore. An 
active member of the American 
Hospital Association, Mr. Moberg 
served as administrator of Colum- 
bia Hospital for 18 years. 





Dr. RUSSELL F. MINTON was ap- 
pointed superintendent of Mercy- 


Douglass Hospital, Philadelphia on 
October 1. He replaces DR. WILBUR 
H. STRICKLAND. 





RICHARD H. WOLF succeeds 
MeERYL Rvuoss as personnel and 
public relations director at the 
Lancaster (Pa.) General Hospital. 
Mr. Ruoss plans to study at the 
Union Theological Seminary in 
New York City. 





CLARA A. NorsBy, superintendent 
of Presbyterian Hospital at Water- 
loo, Iowa, since 1939, has resigned. 
Miss Norby, a member of the 
American Hospital Association, 
went to Presbyterian Hospital in 
1924. 

Her successor is FRED W. MOoL- 
GREN, a member of the American 
Hospital Association. Mr. Molgren 
was superintendent of the Mon- 
mouth (Ill.) Hospital. 
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Deaths 





PALMER LEE, superintendent of 
Trempealeau County Hospital, 
Whitehall, Wis., died August 17. 
He became superintendent there 
January 1, 1943. 





Dr. ROBERT P. WINTERODE, super- 
INTENDENT of Crownsville (Md.) 
State Hospital, died September 19. 
He retired in 1947 after serving 
the hospital for 36 years. 





THOMAS E. CARDEN, formerly ad- 
ministrator of Cooper Hospital, 
Camden, N. J., died recently at 
Monticello, N.. Y. From 1940 to 
1943 he served as superintendent 
at Doctors’ Hospital, Philadelphia. 
Mr. Carden was a founder and di- 
rector of the Hospital Purchasing 
Service of Pennsylvania. He was 
an active member of the American 
Hospital Association. 





HERMAN HENSEL, who served 
as superintendent of Presbyterian 
Hospital, Chicago from September 
1942 to November 1945 and as as- 
sistant superintendent for 30 years, 
died on October 5 following a long 
illness. Prior to joining the ad- 
ministrative staff of Presbyterian 
Hospital, he was on the faculty 
of Michigan State College in Lans- 
ing for three years. 
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